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1
POLYSACCHARIDE COMPOSITIONS AND
METHODS OF USE FOR THE TREATMENT
AND PREVENTION OF DISORDERS
ASSOCIATED WITH PROGENITOR CELL
MOBILIZATION

This application is a continuation of U.S. application Ser.
No. 12/762,268 filed Apr. 16, 2010, which is a continuation-
in-part of PCT Application No. PCT/US2008/082223, filed
Now. 3, 2008, which claims priority to U.S. provisional appli-
cation Ser. No. 60/985,123, filed Nov. 2, 2007. The disclo-
sures of the prior application is considered part of (and is
incorporated by reference in) the disclosure of this applica-
tion.

BACKGROUND

Heparin, a highly sulfated heparin-like glycosaminoglycan
(HLGAG) produced by mast cells and isolated from natural
sources, is a widely used clinical anticoagulant. However, the
effects of'natural, or unfractionated, heparin can be difficult to
predict and patients must be monitored closely to prevent
over- or under-anticoagulation. Low molecular weight hep-
arins (LM WHs) obtained by various methods of fractionation
or depolymerization of polymeric heparin have more predict-
able pharmacological action as anticoagulants, reduced side
effects, sustained antithrombotic activity, and better bioavail-
ability than unfractionated heparin (UFH). Several LMWHs
are approved for outpatient treatment of thrombotic condi-
tions.

There is increasing interest in the potential role of anti-
thrombotic agents in the management of cancer patients.
Results from several recent clinical trials have suggested a
survival advantage for certain types of cancer patients treated
with LMWHs (reviewed in Lemoine, 2005, Journal of Clini-
cal Oncology, 23: 2119-20).

SUMMARY OF THE INVENTION

The invention is based, in part, on the development of
polysaccharide preparations, e.g., preparations of polysac-
charides derived from heparin, that lack substantial antico-
agulant activity (e.g., preparations of polysaccharides that
have reduced anticoagulant activity) but retain activity in
other non-coagulation mediated biological processes. These
compounds can have one or more of the following features: 1)
anti-Xa activity, e.g., less than 50 IU/mg, 20 IU/mg, 10
1U/mg, 5 TU/mg or less, and 2) anti-metastatic, anti-angio-
genic, anti-fibrotic and/or anti-inflammatory activity. A
polysaccharide preparation provided herein can also have one
or more of the following characteristics: the preparation has
glycol split uronic acid residues (e.g., less than 50%, 40%,
30%, 20% glycol split uronic acid residues); the preparation
has no more than 3 glycol split uronic acid residues (U) per
polysaccharide chain; the preparation has greater than 40%
U, Hys 65 disaccharide residues; degree of desulfation of the
preparation is less than 40%; one or more polysaccharide
chains in the preparation have a 4,5-unsaturation of a non-
reducing end uronic acid residue; one or more polysaccharide
chains in the preparation have a 2,5-anhydromannitol residue
at the reducing end; the weight average molecular weight of
the preparation is between 3,500 and 8,000 Da, e.g., between
4,000 and 8,000 Da; and a molecular weight distribution
described herein. This disclosure includes preparations hav-
ing one or more of these properties and characteristics as well
as methods of making and using such preparations.
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Accordingly, in a first aspect, the invention features a
polysaccharide preparation (e.g., a heparin-derived prepara-
tion) having the following characteristics: (a) a weight aver-
age molecular weight between 3,500 and 8,000 Da, e.g., a
weight average molecular weight described herein; (b) anti-
Xa activity and/or anti-Ila activity, e.g., less than 50 TU/mg
(e.g., anti-Xa activity less than about 40 IU/mg, 30 IU/mg, 20
1U/mg, 15 TU/mg, 10 IU/mg, 5 1U/mg, 4 IU/mg or 3 IU/mg
and anti-Ila activity less than about 40 IU/mg, 30 IU/mg, 20
1U/mg, 10 IU/mg, 5 IU/mg, 4 IU/mg, or 3 IU/mg); and (c) less
than 50% glycol split uronic acid residues (e.g., less than
40%, 30%, 25%, or 20% glycol split uronic acid residues but
more than 1%, 5%, 10%, 15%) in the preparation. In some
embodiments, the preparation contains between 5% and 50%
glycol split uronic acid residues (e.g., between 5% and 40%,
5% and 30%, 10% and 50%, 10% and 40%, 10% and 30%, or
10 and 20% glycol split uronic acid residues). In some
embodiments, the preparation has a molecular weight distri-
bution described herein.

In a second aspect, the invention features a polysaccharide
preparation (e.g., a heparin-derived preparation) having the
following characteristics: (a) a weight average chain molecu-
lar weight between 3,500 and 8,000 Da, e.g., a weight average
molecular weight described herein; (b) anti-Xa activity and/
or anti-Ila activity each less than 50 IU/mg (e.g., anti-Xa
activity less than about 40 [U/mg, 30 IU/mg, 20 1U/mg, 15
1U/mg, 10 IU/mg, 5 IU/mg, 4 IU/mg, 3 IU/mg and/or anti-1la
activity less than about 40 1U/mg, 30 IU/mg, 20 1U/mg, 10
1U/mg, 5 IU/mg, 4 IU/mg, or 3 IU/mg); and (c) the polysac-
charide chains of the preparation have no more than 3 glycol
split uronic acid residues (U ) per polysaccharide chain (e.g.,
each polysaccharide chain has no more than 2 or no more than
1 glycol split uronic acid residue (Ug,) per polysaccharide
chain). The polysaccharide preparation includes one or more
chains having a glycol split uronic acid residue (U;). In some
embodiments, the preparation has a molecular weight distri-
bution described herein.

In a third aspect, the invention features a polysaccharide
preparation (e.g., a heparin-derived preparation) having the
following characteristics: (a) a weight average chain molecu-
lar weight between 3,500 and 8,000 Da, a weight average
molecular weight described herein; (b) anti-Xa activity and
anti-Ila activity, e.g., each less than 50 IU/mg (e.g., anti-Xa
activity less than about 40 [U/mg, 30 IU/mg, 20 1U/mg, 15
1U/mg, 10 IU/mg, 5 IU/mg, 4 IU/mg, 3 IU/mg and anti-Ila
activity less than about 40 1U/mg, 30 IU/mg, 20 1U/mg, 10
1U/mg, 5 TU/mg, 4 IU/mg, or 3 IU/mg); and (c) polysaccha-
ride chains of the preparation have on average no more than 3
glycol split uronic acid residues (Ug) per polysaccharide
chain (e.g., on average no more than 2.5, no more than 2, no
more than 1.5, or no more than 1 glycol split uronic acid
residues (Ug) per polysaccharide chain. In some embodi-
ments, the preparation has a molecular weight distribution
described herein.

In a fourth aspect, the invention features a polysaccharide
preparation (e.g., a heparin-derived preparation) having the
following characteristics: (a) a weight average chain molecu-
lar weight between 3,500 and 8,000 Da, e.g., a weight average
molecular weight described herein; (b) anti-Xa activity and
anti-Ila activity, e.g., each less than 50 IU/mg (e.g., anti-Xa
activity less than about 40 [U/mg, 30 IU/mg, 20 1U/mg, 15
1U/mg, 10 IU/mg, 5 IU/mg, 4 IU/mg, 3 IU/mg and anti-Ila
activity less than about 40 1U/mg, 30 IU/mg, 20 1U/mg, 10
1U/mg, 5 IU/mg, 4 IU/mg, or 3 IU/mg); and (c) the prepara-
tion has greater than 40% U,gHy s disaccharide residues
(e.g., greater than 50%, 60%, 70%, or 80% U,sHy 5 disac-
charide residues). In some embodiments, the preparation has
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a degree of desulfation less than 40% (e.g., less than 30%,
20%, or 10%). In some embodiments, the preparation has a
molecular weight distribution described herein.

In a fifth aspect, the invention features a polysaccharide
preparation (e.g., a heparin-derived preparation) lacking sub-
stantial anticoagulant activity (e.g., having reduced antico-
agulant activity), wherein the preparation includes polysac-
charides that include Formula I:

[UyHy (U H

2 2l

wherein U indicates a uronic acid residue and H indicates
a hexosamine residue;

m and n are integers such that

m=4-16 (e.g., 4-8, 4-9, 4-10, 4-11, 4-12, 4-13, 4-14, or
4-15), and

n=1-4 (e.g., 1-2 or 1-3);

w==208 or -20H;

x=—NS or —NAc;

y=-30S or -30H;

7=-60S or —-60H;

and

COO”

HO OH

wherein the symbol ~ indicates that the units marked m and
n are distributed along the polysaccharide chain and are not
necessarily in sequence. For example, the following polysac-
charide chain is encompassed by this embodiment:

UeH, [0, U Hey [0 H, - [0
X2 w .z,

In addition, each of w, x, y, and z can be the same or
different for each occurrence of [U, -H, |, and each of %, y,
and z can be the same or different for each occurrence of
[Ug-H, 1. Each occurrence of U can independently be an
iduronic acid (I) or a glucuronic acid (G). In some embodi-
ments, the preparation has anti-Xa activity of less than 50
1U/mg, 40 IU/mg, 30 IU/mg or 20 IU/mg but greater than 0.1
1U/mg, 0.5 IU/mg, 1 IU/mg or 2 IU/mg and/or anti-1la activity
of'less than 50 IU/mg, 40 IU/mg, 30 IU/mg or 20 IU/mg but
greater than 0.1 IU/mg, 0.5 [U/mg, 1 IU/mg or 2 I1U/mg). In
some embodiments, the preparation has a molecular weight
distribution described herein.

In a sixth aspect, the invention features a polysaccharide
preparation (e.g., a heparin-derived preparation) lacking sub-
stantial anticoagulant activity (e.g., having substantially
noanticoagulant activity) and having antimetastatic activity,
wherein the preparation includes polysaccharides that
include Formula II:

[Us-Hey ol [Uo-Hey o 1n (U Hoy o (U He 2]
wtixy.zlg

wherein U indicates a uronic acid residue and H indicates
a hexosamine residue;

wherein m-r are integers such that:

m=0-10;

n=0-3;

0=0-10;

p=0-3;

q=0-10;

w==208 or -20H;
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4
x=—NS or —NAc;
y=-30S or -30H;
7z=-60S or -60H;
and
COO"
(0]
Ug = 0;
HO OH

In some embodiments, the sum ofnand pis 4,3,2or 1. In
some embodiments, the sum of m, o and q is between 4 and
18, e.g., 4-8,4-9, 4-10, 4-11, 4-12, 4-13, 4-14, 4-15, 4-16 or
4-17.

In addition, each of w, X, y, and z can be the same or
different for each occurrence of [U,,-H, |, and each of x, y,
and z can be the same or different for each occurrence of
[Ug-H,,.]. Each occurrence of U can independently be an
iduronic acid (I) or a glucuronic acid (G).

In some embodiments, the preparation has anti-Xa activity
of'less than 50 IU/mg, 40 IU/mg, 30 IU/mg or 20 IU/mg but
greater than 0.5 IU/mg, 1 IU/mg or 2 IU/mg and/or anti-1la
activity of less than 50 IU/mg, 40 IU/mg, 30 IU/mg or 20
1U/mg but greater than 0.5 IU/mg, 1 IU/mg or 2 IU/mg). In
some embodiments, the preparation has a weight average
chain molecular weight between 3,500 and 8,000 Da, e.g.,
between 4,000 and 7000 Da, 4,500 and 7,000 Da, 4,700 and
7,000 Da and 5,000 and 7,000 Da. In some embodiments, the
preparation has a molecular weight distribution described
herein.

The invention also includes pharmaceutically acceptable
salts of any of the preparations described herein (e.g.,
described above) and compositions (e.g., pharmaceutical
compositions) that comprise the preparations described
herein and/or their pharmaceutically acceptable salts.

Any of the preparations described herein, e.g., described
above, can have other properties. E.g., one of the above
described preparations or pharmaceutical compositions can
further have one or more of the functional or structural prop-
erties set out below.

In one embodiment, at least one of the polysaccharide
chains in the preparation has one of the following structures at
the non-reducing end:

X0, COX
o) o)
/)H O or on ,
HO
oH OR

wherein X is H or Me and R is H or SO;. For example, about
10%, 20%, 30%, 40%, 50%, 60%, 70%, 80%, 90%, or sub-
stantially all of the non-reducing ends of the preparation or
pharmaceutical composition have the structure.

In one embodiment, at least one of the polysaccharide
chains in the preparation or pharmaceutical composition
includes a 2,5-anhydromannitol residue at the reducing end.
For example, about 10%, 20%, 30%, 40%, 50%, 60%, 70%,
80%, 90%, or substantially all of the polysaccharide chains in
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the preparation or pharmaceutical composition include a 2,5-
anhydromannitol residue at the reducing end.

In one embodiment, the preparation or pharmaceutical
composition has a molecular weight distribution such that
10-50% (e.g., 10-40%, 10-30%, 15-30% or 15-25%) of the
oligosaccharides of the preparation have a molecular
weight<3000 Da; 40-65% (e.g., 40-60%, 45-65%, 50-65%,
or 55-65%) of the oligosaccharides have a molecular weight
between 3000-8000 Da, and 5-30% (e.g., 10-30%, 15-30%,
10-25%, or 15-25%) ofthe oligosaccharides have a molecular
weight>8000 Da.

In one embodiment, the preparation has a polydispersity of
about1.2t0 1.7 (e.g.,about 1.3t0 1.7, 1.4t0 1.6, 0r 1.3 t0 1.6).

In one embodiment, the preparation or composition has
anti-metastatic activity.

In one embodiment, the preparation or composition binds
specifically to or inhibits an activity of one or more of: VEGF,
FGF, SDF-1-a,, HB-EGF, heparanase, SCF, sonic hedgehog,
osteopontin, osteopontegerin or P-selectin.

In one embodiment, the preparation or composition has a
sodium content less than 30%, 25%, 20%, 15%, 10%. In one
embodiment, the preparation or composition comprises: less
than 20 ppm, 15 ppm, 10 ppm, 5 ppm iodine; less than 30%,
25%, 20%, 15%, 10% sulfur; less than 50, 40, 30, 20, 15 ppm
boron.

In one embodiment, any preparation or composition
described herein is manufactured using good manufacturing
practices (GMP) as defined by the U.S. Food and Drug
Administration (21 CFR Part 110).

In another aspect, the invention features methods of mak-
ing a preparation. The methods include: combining UFH and
nitrous acid (HONO) to produce a polysaccharide prepara-
tion; and, following nitrous acid treatment, performing reac-
tions to produce a glycol split of at least a portion of the uronic
acid residues in the preparation.

In another aspect, methods of making a preparation
include: depolymerizing an UFH (e.g., by chemical hydroly-
sis or enzymatic depolymerization); and, following depoly-
merization, performing reactions to produce a glycol split of
atleast a portion of the uronic acid residues in the preparation.

In one embodiment, reactions to produce a glycol split of at
least a portion of the uronic residues in the preparation
include oxidizing the polysaccharide preparation with perio-
date; and reducing the oxidized polysaccharide preparation
with sodium borohydride. For example, the methods include
oxidizing the polysaccharide preparation with periodate for
about 10-20 hours at a temperature of about 0-10° C.; and
following oxidation, reducing the sample with sodium boro-
hydride for about 1 hour at a pH of about 5.0-8.0 at a tem-
perature of about 0-10° C.

In another aspect, the invention features methods of manu-
facturing a preparation. The methods include: (1) depolymer-
izing an unfractionated heparin (UFH) (e.g., by nitrous acid
depolymerization, hydrolytic depolymerization, or enzy-
matic depolymerization) to yield a polysaccharide prepara-
tion; (2) oxidizing the polysaccharide preparation with perio-
date; (3) reducing the oxidized polysaccharide preparation
with sodium borohydride; and (4) isolating the polysaccha-
ride preparation (e.g., by precipitating with a salt and a polar
organic solvent, or by subjecting to a chromatographic sepa-
ration or purification), to thereby make a preparation.

In one embodiment, the step of depolymerizing includes
treating the UFH with about 0.01 to 0.05 M (e.g., about 0.02
to 0.04 M) nitrous acid at a pH of about 2 to 4 for about 1 to
5 hours at a temperature of about 10 to 30° C.
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In one embodiment, the step of oxidizing includes treating
the polysaccharide preparation with about 0.05 to 0.2 M
periodate for about 10 to 20 hours at a temperature of about 0
to 10° C.

Inone embodiment, the step of reducing comprises treating
the oxidized polysaccharide preparation with about 0.5 to
2.0% (w/v) sodium borohydride for about 0.5 to 3 hours at a
pH of about 6.0 to 7.0 and a temperature of about 0 to 10° C.

In one embodiment, a method of making or manufacturing
apolysaccharide preparation includes reducing the amount of
boron in the preparation.

In one embodiment, the steps in a method of manufacture
described are performed using good manufacturing practices
(GMP) as defined by the U.S. Food and Drug Administration
(21 CFR Part 110).

In one embodiment, the preparation is evaluated for a bio-
logical activity, e.g., anti-metastatic activity; binding to any
of VEGF, FGF, SDF-1a, HB-EGF, heparanase and P-selec-
tin; or inhibition of an activity of any of VEGF, FGF, SDF-1a,
and P-selectin.

The degree of desulfation, as used herein, is defined as the
percent reduction in moles of sulfate per moles of disaccha-
ride unit as compared to unfractionated heparin.

The degree of sulfation, as used herein, is defined as the
average number of moles of sulfate per moles of disaccharide
unit.

In another aspect, the invention features a polysaccharide
preparation made by a method described herein.

In another aspect, the invention includes an intermediate or
reaction mixture from any of the methods for making or
analyzing a polysaccharide preparation described herein.

In another aspect, the invention features a pharmaceutical
composition that includes a polysaccharide preparation
described herein.

In one embodiment, the pharmaceutical composition fur-
ther includes a pharmaceutically acceptable carrier.

In another aspect, the invention features a method of treat-
ing a subject that includes administering a therapeutically
effective amount of a polysaccharide preparation disclosed
herein to the subject. The terms “treating”, “treatment”, and
the like, mean administering the preparation to a subject or a
cell or tissue of a subject in order to obtain a desired pharma-
cological, physiological or clinical effect. Treatment with a
polysaccharide preparation described herein may lessen,
reduce, mitigate, ameliorate, delay, or prevent an existing
unwanted condition or the onset or a symptom thereof. A
“therapeutically effective amount” refers to an amount effec-
tive, at dosages and for periods of time necessary, to achieve
the desired pharmacological, physiological or clinical effect
in the subject.

The invention includes methods for treating a subject hav-
ing, or at risk of having, a metastatic disorder (e.g., a cancer,
e.g., acarcinoma or other solid and hematological cancer). In
those subjects, treatment may include, but is not limited to,
inhibited tumor growth, reduction in tumor mass, reduction in
size or number of metastatic lesions, inhibited development
of' new metastatic lesions, prolonged survival, prolonged pro-
gression-free survival, prolonged time to progression, and/or
enhanced quality of life. In another embodiment, the subject
may have a disorder or condition selected from the group
consisting of: an inflammatory disorder, an autoimmune dis-
ease, a fibrotic or fibroproliferative disorder or an atopic
disorder. Examples of inflammatory disorders include but are
not limited to chronic obstructive pulmonary disease, cystic
fibrosis, asthma, rheumatoid arthritis, inflammatory bowel
disease (including Crohns disease and ulcerative colitis),
multiple sclerosis, psoriasis, ischemia-reperfusion injuries,
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septic shock, age-related macular degeneration (e.g., wet age-
related macular degeneration), atherosclerosis, Alzheimer’s
disease, cardiovascular disease, vasculitis, type I and II dia-
betes, metabolic syndrome, diabetic retinopathy, restenosis.
Examples of autoimmune diseases include but are not limited
to asthma, rheumatoid arthritis, inflammatory bowel disease,
multiple sclerosis, psoriasis, type I diabetes, systemic lupus
erythematosus (SLE), Sjégren’s syndrome, Hashimoto’s thy-
roiditis, Graves’ disease, Guillain-Barré syndrome, autoim-
mune hepatitis, Myasthenia gravis. Examples of fibrotic dis-
eases include but are not limited to scleroderma, chronic
obstructive pulmonary disease, diabetic nephropathy, sarcoi-
dosis, idiopathic pulmonary fibrosis, liver fibrosis, pancreatic
fibrosis, cirrhosis, cystic fibrosis, neurofibromatosis,
endometriosis, post-operative fibroids, restenosis. Examples
of atopic disease include but are not limited to atopic derma-
titis, atopic asthma, and allergic rhinitis. The compositions of
the invention are administered to a subject having or at risk of
developing one or more of the diseases in an effective amount
for treating the disorder or condition.

In a preferred embodiment, the subject has, or is at risk of
having, a cancer or metastatic disorder (e.g., a carcinoma).
For example, the subject has a primary tumor and has, or is at
risk of having, a metastasis of that primary tumor.

In one embodiment, the polysaccharide preparation is
administered intravenously or subcutaneously or is inhaled.

In one embodiment, the polysaccharide preparation is
administered in combination with another therapy, e.g.,
another therapeutic agent, e.g., a cytotoxic or cytostatic agent,
and combinations thereof.

In one embodiment, the polysaccharide preparation is
administered chronically, e.g., at least twice over a specific
period of time, e.g., at least twice during a period of six
months. In one embodiment, a polysaccharide preparation is
administered twice over a period of one week, two weeks,
three weeks, one month, two months, three months, six
months, one year, or even longer. The polysaccharide prepa-
ration can be administered daily (e.g., once, twice, or three or
four times daily), once every other day, weekly (e.g., once,
twice, or three times a week), once every other week,
monthly, or any other chronic administration schedule.

In on aspect, the invention includes methods of treating or
preventing a disorder which involves or results from bone
marrow derived progenitor cell mobilization. The method
includes administering a polysaccharide preparation
described herein, e.g., a polysaccharide preparation that lacks
substantial anticoagulation activity, to a subject having or at
risk of having the disorder or condition.

In one embodiment, the disorder or condition involves or
results from mobilization of one or more of: endothelial pro-
genitor cells (EPCs), hematopoietic progenitor cells (HPCs),
immature myeloid cells (iMC, including myeloid derived
suppressor cells (or MDSC) and mesenchymal progenitor
cells (MPC). In a preferred embodiment, the subject has, or is
at risk of having, a cancer or metastatic disorder (e.g., a
carcinoma). For example, the subject has a primary tumor and
has, or is at risk of having, a metastasis of that primary tumor.
In one embodiment, the subject has been or will be treated
with a chemotherapeutic agent that is associated with
increased bone marrow derived progenitor cell mobilization,
e.g., increased EPC, HPC, iMC and/or mesenchymal pro-
genitor cell mobilization. The chemotherapeutic agent can
be, e.g., a taxane (e.g., paclitaxel, docetaxel, larotaxel, caba-
zitaxel); a pyrimidine analogue (e.g., fluorouracil); an
epothilone (e.g., ixabepilone, epothilone B, epothilone D,
dehydelone, sagopilone); a vascular disrupting agent (e.g.,
AVES8062, Oxi 4503, vadimezan, ZDD6126, combretastatin

20

30

40

45

55

8

A-4 disodium phosphate (CA4P), DMXAA (ASA404), NPI-
2358); an alkylating agent (e.g., cyclophosphamide, dacarba-
zine, melphalan, ifosfamide, temozolomide); an anti-angio-
genic agent or a tyrosine kinase inhibitor. In one embodiment,
the anti-angiogenic agent or tyrosine kinase inhibitor selected
from the group consisting of: an epidermal growth factor
(EGF) pathway inhibitor (e.g., an epidermal growth factor
receptor (EGFR) inhibitor), a vascular endothelial growth
factor (VEGF) pathway inhibitor (e.g., a vascular endothelial
growth factor receptor (VEGFR) inhibitor (e.g., a VEGFR-1
inhibitor, a VEGFR-2 inhibitor, a VEGFR-3 inhibitor)), a
platelet derived growth factor (PDGF) pathway inhibitor
(e.g., a platelet derived growth factor receptor (PDGFR)
inhibitor (e.g., a PDGFR-f inhibitor)), a RAF-1 inhibitor and
a RET inhibitor. In some embodiments, the subject has been
treated or will be treated with an anti-angiogenic agent or a
tyrosine kinase inhibitor selected from the group consisting
of: bevacizumab (Avastin®), imatinib (Gleevec®), cetux-
imab (Erbitux®), sunitinib (Sutent®), soratenib (Nexavar®),
tivozanib  (AV-951), cediranib (AZD2171), dasatinib
(Sprycel®), nilotinib (AMN-107), CP-547632, erlotinib
(Tarceva®), panitumumab (Vectibix®), pazopanib (Votri-
ent®), axitinib and gefitinib (Iressa®), ranibizumab (Lucen-
tis®).

In one embodiment, the subject has been or will be treated
with a chemotherapeutic agent at a dose or dosing schedule
that that is associated with increased bone marrow derived
progenitor cell mobilization. For example, the chemothera-
peutic agent is a taxane (e.g., paclitaxel, docetaxel, larotaxel,
cabazitaxel) and the taxane is administered in an amount
and/or at a dosing schedule that is associated with increased
bone marrow derived progenitor cell (e.g., EPC) mobiliza-
tion, e.g., a dose or dosing schedule described herein. In
another embodiment, the chemotherapeutic agent is an anti-
angiogenic agent or tyrosine kinase inhibitor (e.g., an anti-
angiogenic agent or tyrosine kinase inhibitor described
herein, e.g., sunitinib) and the anti-angiogenic agent or
tyrosine kinase inhibitor is administered in an amount and/or
at a dosing schedule that is associated with increased bone
marrow derived progenitor cell (e.g., EPC) mobilization, e.g.,
a dose or dosing schedule described herein. In another
embodiment, the chemotherapeutic agent is a pyrimidine
analogue (e.g., fluorouracil) and the pyrimidine analogue is
administered in an amount and/or at a dosing schedule that is
associated with increased bone marrow derived progenitor
cell (e.g., EPC) mobilization, e.g., a dose or dosing schedule
described herein. In another embodiment, the chemothera-
peutic agent is an anthracycline (e.g., doxorubicin) and the
anthracycline is administered in an amount and/or at a dosing
schedule that is associated with increased bone marrow
derived progenitor cell (e.g., MDSC) mobilization, e.g., a
dose or dosing schedule described herein.

In one embodiment, the subject has cancer and has been or
will be administered an inflammatory growth factor in com-
bination with a chemotherapeutic agent. Exemplary inflam-
matory growth factors include granulocyte colony stimulat-
ing factor (GCSF), granulocyte macrophage colony
stimulating factor (GM-CSF), erythropoietin and angiopoi-
etin. In one embodiment, the polysaccharide preparation is
administered after administration of the inflammatory growth
factor.

In another embodiment, the subject has cancer and has
been or will be administered a CXCR4 antagonist, e.g., in
combination with a chemotherapeutic agent.

In one embodiment, the cancer is a cancer described
herein. For example, the cancer can be ovarian cancer, pros-
tate cancer, lung cancer, liver cancer, breast cancer, glioma,
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gastric cancer, pancreatic cancer, head and neck cancer, col-
orectal cancer, esophageal squamous cell cancer, Kaposi’s
sarcoma, lymphoma, multiple myeloma, melanoma, thyroid
carcinoma.

In another embodiment, the subject may have a disorder or
condition selected from the group consisting of: an inflam-
matory disorder, an autoimmune disease, a fibrotic or fibro-
proliferative disorder, a vascular disorder. Examples of
inflammatory disorders include but are not limited to chronic
obstructive pulmonary disease, asthma, rheumatoid arthritis,
inflammatory bowel disease (including Crohns disease and
ulcerative colitis), multiple sclerosis, psoriasis, ischemia-rep-
erfusion injuries, septic shock, age-related macular degenera-
tion (e.g., wet age-related macular degeneration), atheroscle-
rosis, Alzheimer’s disease, cardiovascular disease, vasculitis,
type  and II diabetes, metabolic syndrome, diabetic retinopa-
thy, restenosis and eosinophilic esophagitis. Examples of
autoimmune diseases include but are not limited to asthma,
rheumatoid arthritis, inflammatory bowel disease, multiple
sclerosis, psoriasis, type I diabetes, systemic lupus erythema-
tosus (SLE), Sjégren’s syndrome, Hashimoto’s thyroiditis,
Graves® disease, Guillain-Barré syndrome, autoimmune
hepatitis, Myasthenia gravis. Examples of fibrotic diseases
include but are not limited to scleroderma, chronic obstruc-
tive pulmonary disease, diabetic nephropathy, sarcoidosis,
idiopathic pulmonary fibrosis, cirrhosis, cystic fibrosis, neu-
rofibromatosis, endometriosis, post-operative fibroids, pul-
monary fibrosis, uterine fibroids, restenosis. An example of a
vascular disorder is hemangioma. The compositions of the
invention are administered to a subject having or at risk of
developing one or more of the disorders in an effective
amount for treating the disorder or condition.

In another aspect, the invention features a polysaccharide
preparation described herein, e.g., a polysaccharide prepara-
tion the lacks substantial anticoagulation activity described
herein, for use in a method of treatment described herein. In
one embodiment, the polysaccharide preparation can be used
in any of the methods described herein for treating or prevent-
ing a disorder which involves or results from bone marrow
derived progenitor cell mobilization.

In another aspect, the invention features the use of a
polysaccharide preparation described herein, e.g., a polysac-
charide preparation that lacks substantial anticoagulation
activity as described herein, for manufacture of a medicament
for treating or preventing a disorder described herein, e.g., for
treating or preventing a disorder which involves or results
from bone marrow derived progenitor cell mobilization as
described herein.

In another aspect, the invention features the use of a che-
motherapeutic agent for the manufacture of a medicament for
treating or preventing a disorder which involves or results
from bone marrow derived progenitor cell mobilization as
described herein, wherein the medicament is to be adminis-
tered in combination with a polysaccharide preparation
described herein, e.g., a polysaccharide preparation that lacks
substantial anticoagulation activity as described herein.

In another aspect, the invention features a method of select-
ing a payment class for a course of treatment with a chemo-
therapeutic agent that is associated with bone marrow derived
progenitor cell mobilization for a subject, e.g., a human sub-
ject, having cancer, e.g., a cancer described herein, compris-
ing:

determining whether or not the subject is receiving a che-
motherapeutic agent that is associated with bone marrow
derived progenitor cell mobilization; and
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assigning the subject to one of a plurality of payment
classes if the subject is receiving a chemotherapeutic agent
that is associated with bone marrow derived progenitor cell
mobilization wherein:

a first payment class authorizes payment for treatment of
the subject with the chemotherapeutic agent in combination
with a polysaccharide preparation described herein, and

a second payment class authorizes payment for treatment
of'the subject with the chemotherapeutic agent without com-
bination with a polysaccharide preparation described herein.

In some embodiments, the method further comprises deter-
mining if the subject has experienced a side effect from the
chemotherapeutic agent.

In some embodiments, the chemotherapeutic agent can be,
e.g., a taxane (e.g., paclitaxel, docetaxel, larotaxel, cabazi-
taxel); a pyrimidine analogue (e.g., fluorouracil); an
epothilone (e.g., ixabepilone, epothilone B, epothilone D,
dehydelone, sagopilone); a vascular disrupting agent (e.g.,
AVES8062, Oxi 4503, vadimezan, ZD6126, combretastatin
A-4 disodium phosphate (CA4P), DMXAA (ASA404), NPI-
2358); an alkylating agent (e.g., cyclophosphamide, dacarba-
zine, melphalan, ifosfamide, temozolomide); an anti-angio-
genic agent or a tyrosine kinase inhibitor, e.g., an anti-
angiogenic agent or tyrosine kinase inhibitor described
herein.

For any of the ranges described herein, e.g., for a given
structure or activity, the ranges can be those ranges disclosed
as well as other ranges. For example, a range constructed
from a lower endpoint of one range, e.g., for a given building
block or activity, can be combined with the upper endpoint of
another range, e.g., for the given building block or activity, to
give a range.

An “isolated” or “purified” polysaccharide preparation is
substantially free of cellular material or other contaminating
proteins from the cell or tissue source from which the
polysaccharide is derived, or substantially free from chemical
precursors or other chemicals when chemically synthesized.
“Substantially free” means that a preparation is at least 50%
pure (wt/wt). In a preferred embodiment, the preparation has
less than about 30%, 20%, 10% and more preferably 5% (by
dry weight), of non-heparin-derived polysaccharides, pro-
teins or chemical precursors or other chemicals, e.g., from
manufacture. These are also referred to herein as “contami-
nants.” Examples of contaminants that can be present in a
polysaccharide preparation provided herein include, but are
not limited to, sodium, sulfur, boron, enzyme (e.g., a hepari-
nase enzyme), methanol, ethanol, iodine, and chloride.

“Combined use” or “in combination” as used herein means
that the individual agents are administered concurrently or
within a time interval such that the use of the combined agents
provides an increased benefit (e.g., increased efficacy or
decreased side effects) than if they were administered other-
wise. In one embodiment, the individual agents are adminis-
tered within an interval such that the physiological effects of
the agents on the subject overlap.

The term “payment class,” as used herein, refers to pay-
ment plan correlated with a treatment regimen. The payment
plan can be, e.g., payment for a treatment, a level of payment
for a treatment, reimbursement for a treatment, a level of
reimbursement for a treatment, denial of a payment for a
treatment, denial of reimbursement for a treatment or denial
of coverage for a treatment.

Other features and advantages of the invention will be
apparent from the following detailed description, and from
the claims.

BRIEF DESCRIPTION OF THE DRAWINGS

FIG.1is a bar graph showing the effect of a polysaccharide
preparation described herein in a murine melanoma experi-
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mental metastasis (B16F10 i.v.) model. Lung tumor burden
(lung weight—normal lung weight) was determined for
female C57BL/6 mice (9-10 weeks old) challenged with i.v.
injection of 2x10° B16F10 cells and pretreated with a single
dose (10 mg/kg) of MONC402 (batch R-1-5), dalteparin
(Fragmin®), or MONC 202 (negative control, N-desulfated
polysaccharide) immediately before injection. “Normal” des-
ignates unchallenged and untreated mice.

FIG. 2 is a bar graph showing the effect of a polysaccharide
preparation described herein in a 4T1 therapeutic model of
breast cancer metastasis to the lung. Lung tumor burden (lung
weight—normal lung weight) was determined on day 32 for
female BALB/c mice (8 weeks old) challenged with intra-
mammary fat pad injection of 8x10* 4T1 cells and treated as
indicated starting on day 4.

FIG. 3 depicts the effect of MONC402 on G-CSF or doc-
etaxel induced EPC mobilization.

FIG. 4 depicts the effect of MONC402 on G-CSF or doc-
etaxel induced EPC mobilization.

FIG. 5 depicts the effect of MONC402 on docetaxel
induced EPC mobilization in tumor-bearing mice.

FIG. 6 depicts the effect of G-CSF on MSDC mobilization.

FIG. 7 depicts effect of sunitinib (Sutent®) on EPC mobi-
lization.

FIG. 8 is a graph depicting the effect of MONC402 on
sunitinib (Sutent®)-induced accelerated tumor regrowth and
metastasis.

DETAILED DESCRIPTION

Polyanions/Polysaccharides

The methods described herein relate to combination thera-
pies including a polyanion such as a polysaccharide, gly-
cosaminoglycan (GAGs), heparin, low molecular weight
heparin, chemically or enzymatically modified heparin or
heparin sulfate, heparan sulfate mimetic (e.g., PI-88), chemi-
cally or enzymatically synthesized polysaccharide, e.g., K5
polysaccharide. In one embodiment, the polyanion, polysac-
charide, GAG, heparin, low molecular weight heparin,
chemically or enzymatically modified heparin or heparan
sulfate, heparan sulfate mimetic or chemically or enzymati-
cally synthesized polysaccharide lacks substantial anticoagu-
lant activity, i.e., exhibits less than 50 IU/mg of anti-1la activ-
ity and less than 50 IU/mg of anti-Xa activity. In one
embodiment, the polyanion, polysaccharide, GAG, heparin,
low molecular weight heparin, chemically or enzymatically
modified heparin or heparan sulfate, heparan sulfate mimetic
or chemically or enzymatically synthesized polysaccharide
exhibits residual anticoagulant activity, e.g., exhibits at least
0.1 IU/mg anti-Ila activity and at least 0.1 IU/mg anti-Xa
activity, or at least 0.2 IU/mg anti-Ila activity and at least 0.2
1U/mg anti-Xa activity, or at least 0.5 IU/mg anti-Ila activity
and at least 0.5 IU/mg anti-Xa activity, or at least 1 ITU/mg
anti-Ila activity and at least 1 IU/mg anti-Xa activity. In some
embodiments, the polyanion, polysaccharide, GAG, heparin,
low molecular weight heparin, chemically or enzymatically
modified heparin or heparan sulfate, heparan sulfate mimetic
or chemically or enzymatically synthesized polysaccharide
exhibits 2 1U/mg, 3 [U/mg, 4 IU/mg, 5 IU/mg, 6 IU/mg, 7
1U/mg, 8 IU/mg, 9 [U/mg, 10 1U/mg, 12 IU/mg, 151U/mg, 18
1U/mg, 20 IU/mg, 22 IU/mg, 25 IU/mg, 28 IU/mg, 30 ITU/mg
of anti-Ila activity. In some embodiments, the polyanion,
polysaccharide, GAG, heparin, low molecular weight hep-
arin, chemically or enzymatically modified heparin or hepa-
ran sulfate, heparin sulfate mimetic or chemically or enzy-
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matically synthesized polysaccharide exhibits 2 [U/mg, 3
1U/mg, 4 TU/mg, 5 IU/mg, 6 IU/mg, 7 IU/mg, 8 IU/mg, 9
1U/mg, 10 1U/mg, 12 IU/mg, 15 IU/mg, 18 IU/mg, 20 IU/mg,
22 1U/mg, 25 IU/mg, 28 IU/mg, 30 IU/mg of anti-Xa activity.

Heparin Preparations

In some aspects, the methods and kits described herein
include a heparin preparation. A heparin preparation, as used
herein, is a preparation which contains heparin or a prepara-
tion derived therefrom. Heparin preparations include unfrac-
tionated heparin preparations, low molecular weight heparin
(LMWH) preparations, ultra low molecular weight heparin
(ULMWH) preparations and the like.

The term “unfractionated heparin (UFH)” as used herein, is
heparin purified from porcine intestinal mucosa. UFH can be
used, e.g., as a starting material in the process to form a
LMWH oran ULMWH. UFH is commercially available from
several vendors including Abbott, Organon, Riker, Invenex,
Baxter, Calbiochem, Sigma or Upjohn.

Examples of LMWH preparations include, but are not lim-
ited to, an enoxaparin preparation (Lovenox™ or Clex-
ane™); a dalteparin preparation (Fragmin™); a certoparin
preparation (Sandoparin™ or Embollex); an ardeparin prepa-
ration (Normiflo™); a nadroparin preparation (Fraxi-
parin™); a parnaparin preparation (Fluxum™); a reviparin
preparation (Clivarin™); a tinzaparin preparation (Inno-
hep™ or Logiparin™), a fondaparinux preparation (Arix-
tra™), or a M118-REH preparation. In some embodiments,
the LMWH is a LMWH other than an enoxaparin preparation
(Lovenox™ or Clexane™); a dalteparin preparation (Frag-
min™); a certoparin preparation (Sandoparin™ or Embo-
llex); an ardeparin preparation (Normiflo™); a nadroparin
preparation (Fraxiparin™); a parnaparin preparation
(Fluxum™); a reviparin preparation (Clivarin™); a tinza-
parin preparation (Innohep™ or Logiparin™), a fonda-
parinux preparation (Arixtra™), or a M118-REH prepara-
tion.

Polysaccharide Preparations that Lack Substantial Antico-
agulation Activity

In many clinical settings, commercially available LMWH
preparations are preferred over UFH preparations as antico-
agulants because LM WHs have more predictable pharmaco-
kinetics and can be administered subcutaneously. However,
because of the potential for bleeding complications due to
their anticoagulant effects, currently available LMWH prepa-
rations are less suitable for therapy of non-coagulation medi-
ated disorders, and/or for disorders that may require higher
doses or chronic dosing regimens. The invention features
polysaccharide preparations designed to lack substantial anti-
coagulant activity while retaining clinically advantageous
properties. Properties of the polysaccharide preparations
include, e.g., lacking substantial anticoagulant activity, e.g.,
anti-Ila activity less than 50 [U/mg, anti-Xa activity less than
50 IU/mg), and having anti-metastatic, anti-angiogenic, anti-
fibrotic and/or anti-inflammatory activity.

Examples of such polysaccharide preparations include
chains that include the following:

[U,-H

Wy

UgH

S

wherein U indicates a uronic acid residue and H indicates
ahexosamine residue, wherein m and n are integers such that
m=6-18, and n=1-4, w=-20S8 or -20H, x=—NS or —NAc,
y==-30S or -30H, z=-60S or -60H,
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and

COO
o]
Ug - fo;
HO OH

wherein the symbol ~ indicates that the units marked m and
n are distributed along the polysaccharide chain and are not
necessarily in sequence. For example, the following polysac-
charide chain is encompassed by this embodiment:

UeH, [0, U Hey [0 H, - [0
X2 witlxy.z.

In addition, each of w, x, y, and z can be the same or
different for each occurrence of [U,,-H, ], and each of x, y,
and z can be the same or different for each occurrence of
[Us-H,,,.]. Each occurrence of U can independently be an
iduronic acid (I) or a glucuronic acid (G).

The polysaccharide preparation can have anti-Xa activity
and anti-Ila activity each less than 50 IU/mg (e.g., anti-Xa
activity less than about 40 [U/mg, 30 IU/mg, 20 IU/mg, 15
1U/mg, 10 IU/mg, 5 TU/mg, 4 ITU/mg, 3 [U/mg, 2 IU/mg or 1
1U/mg; or from about 0 to 50 IU/mg, about 0 to 40 IU/mg,
about 0 to 30 IU/mg, about 0 to 25 IU/mg, about 0 to 20
1U/mg, about 0 to 10 IU/mg, about 0 to 5 IU/mg, about 5 to 10
1U/mg, about 5 to 15 IU/mg, or about 5 to 20 IU/mg; and
anti-Ila activity less than about 40 1U/mg, 30 1U/mg, 20
1U/mg, 15 IU/mg, 10 IU/mg, 5 IU/mg, 4 IU/mg, 3 1U/mg, 2
1U/mg or 1 ITU/mg; or from about 0 to 50 IU/mg, about 0 to 40
1U/mg, about 0 to 30 IU/mg, about 0 to 25 IU/mg, about O to
20 IU/mg, about 0 to 10 IU/mg, about 0 to 5 IU/mg, about 5
to 10 IU/mg, about 5 to 15 TU/mg, or about 5 to 20 IU/mg);
and

(U H o (U oy 2l (U oy o (U Hy 2
wtixy.zlg
wherein U indicates a uronic acid residue and H indicates
a hexosamine residue, wherein m-r are integers such that:
m=0-10, n=0-3, 0=0-10, p=0-3, q=0-10, w=-20S or -20H,
x=—NS or —NAc, y=-30S8 or -30H, z=-60S or —-60H,
and

Ccoo”
o}
Ug = Q X\O;
HO OH

wherein w, X, y, and 7 are each the same or different on each
unit marked m, n, 0, p, or q. In some embodiments, the sum of
n+p is less than or equal to 4 (e.g., less thanorequal to 3,2, 1,
or 0). In some embodiments, the sum of nandpis 4,3,2or 1.
In some embodiments, the sum of m, 0 and q is between 4 and
18, e.g., 4-8,4-9, 4-10, 4-11, 4-12, 4-13, 4-14, 4-15, 4-16 or
4-17.

In addition, each of w, x, y, and z can be the same or
different for each occurrence of [U,,-H, ], and each of x, y,
and z can be the same or different for each occurrence of
[Us-H,,,.]. Each occurrence of U can independently be an
iduronic acid (I) or a glucuronic acid (G).
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The polysaccharide preparation can have anti-Xa activity
and anti-Ila activity each less than 50 IU/mg (e.g., anti-Xa
activity less than about 40 [U/mg, 30 IU/mg, 20 1U/mg, 15
1U/mg, 10 IU/mg, 5 1TU/mg, 4 IU/mg, 3 IU/mg, 2 IU/mg or 1
1U/mg; or from about 0 to 50 IU/mg, about 0 to 40 IU/mg,
about 0 to 30 IU/mg, about 0 to 25 [U/mg, about 0 to 20
1U/mg, about 0 to 10 IU/mg, about 0 to 5 IU/mg, about 5 to 10
1U/mg, about 5 to 15 IU/mg, or about 5 to 20 IU/mg; and
anti-Ila activity less than about 40 1U/mg, 30 IU/mg, 20
1U/mg, 15 TU/mg, 10 IU/mg, 5 IU/mg, 4 IU/mg, 3 ITU/mg, 2
1U/mgor 1 IU/mg; or from about 0 to 50 IU/mg, about 0 to 40
1U/mg, about 0 to 30 IU/mg, about 0 to 25 IU/mg, about O to
20 IU/mg, about 0 to 10 IU/mg, about 0 to 5 IU/mg, about 5
to 10 IU/mg, about 5 to 15 IU/mg, or about 5 to 20 [U/mg). In
some embodiments, the preparation has a weight average
chain molecular weight between 3,500 and 7,000 Da, e.g.,
4,300 and 7000 Da, 4,500 and 7,000 Da, 4,700 and 7,000 Da
and 5,000 and 7,000 Da.

Anti-Ila Activity

Polysaccharide preparations are disclosed herein that pro-
vide substantially reduced anti-Ila activity, e.g., e.g., anti-Ila
activity of about less than about 50 IU/mg, less than about 40
1U/mg, 30 IU/mg, 20 IU/mg, 15 IU/mg, 10 IU/mg, 5 TU/mg,
4 TU/mg, 3 IU/mg, 2 IU/mg or 1 IU/mg; or from about O to 50
1U/mg, about 0 to 40 IU/mg, about 0 to 30 IU/mg, about O to
25 IU/mg, about 0 to 20 IU/mg, about 0 to 10 IU/mg, about 0
to 5 IU/mg, about 5 to 10 IU/mg, about 5 to 15 IU/mg, or
about 5 to 20 IU/mg). Anti-Ila activity is calculated in Inter-
national Units of anti-Ila activity per milligram using statis-
tical methods for parallel line assays. The anti-Ila activity
levels described herein are measured using the following
principle.

Polysaccharide (PS) + ATIIL T [PSATIII]
a

PSeATIII — [PS-ATII:IIa] + Ila (Excess)
Ila (Excess) + Substrate —— Peptide +

pNA (measured spectrophotometrically)

Anti-factor Ila activity is determined by the sample poten-
tiating effect on antithrombin (ATIII) in the inhibition of
thrombin. Thrombin excess can be indirectly spectrophoto-
metrically measured. The anti-factor Ila activity can be mea-
sured, e.g., on a Diagnostica Stago analyzer or on an ACL,
Futura3 Coagulation system, with reagents from Chromoge-
nix (S-2238 substrate, Thrombin (53 nkat/vial), and Anti-
thrombin), or on any equivalent system. Analyzer response is
calibrated using the 2nd International Standard for Low
Molecular Weight Heparin.

Anti-Xa Activity

Preferably, a polysaccharide preparation provided herein
has anti-Xa activity of about 0 to 50 I[U/mg, e.g., 50 IU/mg, 40
1U/mg, 30 IU/mg, 20 IU/mg, 15 IU/mg, 10 IU/mg, 5 TU/mg,
4 TU/mg, 3 IU/mg, 2 IU/mg or 1 IU/mg; or from about O to 50
1U/mg, about 0 to 40 IU/mg, about 0 to 30 IU/mg, about O to
25 IU/mg, about 0 to 20 IU/mg, about 0 to 10 IU/mg, about 0
to 5 IU/mg, about 5 to 10 IU/mg, about 5 to 15 IU/mg, or
about 5 to 20 IU/mg). Anti-Xa activity of a preparation is
calculated in International Units of anti-factor Xa activity per
milligram using statistical methods for parallel line assays.
The anti-factor Xa activity of preparations described herein is
measured using the following principle:
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PS + ATHI —— [PS-ATIII
FXa

PSeATIII — [PS-ATIII-FXa] + FXa (Excess)
FXa (Excess) + Substrate —— Peptide +

pNA (measured spectrophotometrically)

The anti-factor Xa activity is determined by the sample
potentiating effect on antithrombin (ATIII) in the inhibition
of activated Factor Xa (FXa). Factor Xa excess can be indi-
rectly spectrophotometrically measured. Anti-factor Xa
activity can be measured, e.g., on a Diagnostica Stago ana-
lyzer with the Stachrom® Heparin Test kit, on an ACL
Futura3 Coagulation system with the Coatest® Heparin Kit
from Chromogenix, or on any equivalent system. Analyzer
response can be calibrated using the NIBSC International
Standard for Low Molecular Weight Heparin.

Molecular Weight and Chain Length

When weight average molecular weight of a preparation is
determined, a weight average molecular weight of about 3500
to 8000 Da, about 3500 to 7000 Da, preferably about 4000 to
7000 Da, about 4200 to 6000, or about 4500 to 6000 Da,
indicates that a significant number of chains in the polysac-
charide preparation are of sufficient chain length.

“Weight average molecular weight” as used herein refers to
the weight average in daltons of chains of uronic acid/hex-
osamine disaccharide repeats. The presence of non-uronic
acid and/or non-hexosamine building blocks are not included
in determining the weight average molecular weight. Thus,
the molecular weight of non-uronic acid and non-hexosamine
building blocks within a chain or chains in the preparation
should not be included in determining the weight average
molecular weight. The weight average molecular weight
(M,,) is calculated from the following equation: M, =Z(c,m,)/
Zc,. The variable c, is the concentration of the polymer in slice
i and m, is the molecular weight of the polymer in slice i. The
summations are taken over a chromatographic peak, which
contains many slices of data. A slice of data can be pictured as
avertical line on a plot of chromatographic peak versus time.
The elution peak can therefore be divided into many slices.
The weight average molecular weight calculation is average
dependant on the summation of all slices of the concentration
and molecular weight. The weight average molar weight can
be measured, e.g., using the Wyatt Astra software or any
appropriate software. The weight average molecular weights
described herein are determined by high liquid chromatogra-
phy with two columns in series, for example a TSK G3000
SWXL and a G2000 SWXL, coupled with a UV or multi
angle light scattering (MALS) detector and a refractometric
detector in series. The eluent used is a 0.2 M sodium sulfate,
pH 5.0, and a flow rate of 0.5 mI/min.

A determination of whether a polysaccharide preparation
includes chains of sufficient chain length can be made, for
example, by determining the average chain length of the
chains in the preparation and/or by determining the weight
average molecular weight of chains within the preparation.
When average chain length is determined, an average chain
length of about 5to0 22, e.g., about 7 to 18, typically about 7 to
14 or 8 to 13 disaccharide repeats, indicates that a significant
number of chains in the preparation are of sufficient chain
length.

“Average chain length” as used herein refers to the average
chain length of uronic acid/hexosamine disaccharide repeats
that occur within a chain. The presence of non-uronic acid
and/or non-hexosamine building blocks (e.g., attached PEG

10

15

20

25

30

35

40

45

50

55

60

65

16

moieties) are not included in determining the average chain
length. Average chain length is determined by dividing the
number average molecular weight (Mn) by the number aver-
age molecular weight for a disaccharide (500 Da).

Glycol Split Uronic Acids

A polysaccharide preparation described herein can include
an opening of the glycoside ring, conventionally called reduc-
tion-oxidation (RO) derivatives. In these preparations, one or
more glycoside rings having vicinyl diols that are opened,
e.g.,atthe bond between C2 and C3, by means of an oxidation
action, followed by a reduction. The compounds referred to
herein will also be called “Glycol Split” derivatives.

In a further embodiment of the invention described herein,
the glycol split residues lend themselves to the subsequent
functionalization. Therefore, the compounds may also bear
equal or different groups, in place of the primary hydroxy
groups deriving from glycol split, for example, aldehyde
groups, methoxy groups, or oligosaccharide or peptide
groups, ranging from a single saccharide or amino acid to
more than one unit of length, e.g., 2 or 3 units.

In some embodiments, fewer than 50% of the uronic acid
residues are glycol split uronic acid residues (e.g., less than
40%, 30%, 25%, or 20% of the uronic acid residues are glycol
split uronic acid residues).

Reducing End Structures

In some instances, at least about 50% of the chains in a
polysaccharide preparation described herein have a modified
reducing end structure such as a 2,5-anhydromannose residue
or a 2,5-anhydromannose that has been reduced to form an
alcohol. In some embodiments, at least about 55%, 60%,
65%, 70%, 75%, 80%, 85%, 90%, or 95% of the chains in the
preparation have a modified reducing end structure, such that
the reducing end includes a 2,5-anhydromannose residue or a
2,5-anhydromannose that has been reduced to form an alco-
hol.

Polydispersity

The polydispersity of polysaccharide preparations pro-
vided herein is about 2 or less, e.g., 1.7 or less, e.g., about 1.7
or 1.6 to 1.2, about 1.4-1.5, and numbers in between.

The term “polydisperse” or “polydispersity” refers to the
weight average molecular weight of a composition (Mw)
divided by the number average molecular weight (Mn). The
number average molecular weight (Mn) is calculated from the
following equation: Mn=2Xci/(Zci/mi). The variable ci is the
concentration of the polysaccharide in slice i and Mi is the
molecular weight of the polysaccharide in slice i. The sum-
mations are taken over a chromatographic peak, which con-
tains many slices of data. A slice of data can be pictured as a
vertical line on a plot of chromatographic peak versus time.
The elution peak can therefore be divided into many slices.
The number average molecular weight is a calculation depen-
dent on the molecular weight and concentration at each slice
of data. Methods of determining weight average molecular
weight are described above, and were used to determine poly-
dispersity as well.

Methods of Making Polysaccharide Preparations

Various methods of making polysaccharide preparations,
e.g., a preparation described herein, are also contemplated.
One method includes providing a precursor heparin prepara-
tion having a weight average molecular weight of greater than
7000 Da or a chain length of greater than 7 to 18 disaccha-
rides, and processing the precursor heparin preparation (e.g.,
by enzymatic or chemical depolymerization, e.g., by nitrous
acid depolymerization) to obtain a polysaccharide prepara-
tion having a weight average molecular weight of about 3000
to 8000 Da or an average chain length of about 7 to 18
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disaccharides. For example, the precursor heparin prepara-
tion can be unfractionated heparin.

The precursor heparin preparation can be processed by a
method comprising depolymerization (e.g., by nitrous acid
treatment, hydrolysis, or enzymatic depolymerization) fol-
lowed by a glycol split reaction. Nitrous acid depolymeriza-
tion can be accomplished, e.g., by treating the precursor hep-
arin preparation (e.g., UFH) with nitrous acid (e.g., about
0.02 to 0.04 M nitrous acid) at a pH of about 2 to 4 for a
specified period of time (e.g., about 1 to 5 hours) at a tem-
perature of about 10 to 30° C. The glycol split reaction
involves periodate oxidation using periodate (e.g., about 0.05
M to 0.2 M sodium periodate) for about 10 to 20 hours at a
temperature of about 0 to 10° C. In some embodiments,
residual impurities such as salts or diethylene glycol (DEG)
can be subsequently removed by a chromatographic method,
e.g. gel filtration chromatography. Optionally, the oxidized
preparation is then reduced by treatment with a reducing
agent (e.g., about 0.5 to 2.0% (w/v) sodium borohydride) for
about 0.5 to 3 hours at a pH of about 6.0 to 7.0 and a tem-
perature of about 0 to 10° C.

A precursor heparin preparation can be processed using
enzymatic digestion, chemical digestion or combinations
thereof. Examples of chemical digestion include oxidative
depolymerization, e.g., with H,O, or Cu* and H,0,, deami-
native cleavage, e.g., with isoamyl nitrite or nitrous acid,
p-eliminative cleavage, e.g., with benzyl ester, and/or by
alkaline treatment. Enzymatic digestion can include the use
of'one or more heparin degrading enzymes. For example, the
heparin degrading enzyme(s) can be, e.g., one or more
heparanase, heparin lyase, heparan sulfate glycoaminoglycan
(HSGAGQG) lyase, a lyase described as a glycoaminoglycan
(GAGQG) lyase that can also degrade heparin. Preferably, the
enzyme cleaves at one or more glycosidic linkages of unsul-
fated uronic acids.

Biological Activities

The preparations described herein have anti-metastatic
activity as assayed in an animal model of metastasis in which
B16F10 melanoma cells injected into the tail veins of
C57BL/6 mice arrest in the lungs and proliferate as discrete
pulmonary foci. This assay is generally described in Gabri et
al., 2006, Clin. Cancer Res., 12:7092-98. A preparation may
additionally have activity in other experimental models of
metastasis, including the C170HM2 assay, in which
C170HM2 human colorectal cancer line cells are injected
into the peritoneal cavity, where the primary site of metastasis
is to the liver. The preparations described herein may also
show anti-metastatic activity in spontaneous models of
metastasis, such as the APSLV model, in which APSLV
human colorectal cancer cells are implanted into the perito-
neal wall and exhibit spontaneous metastasis to the lung, or
the 4T1 model, in which 4T1 murine mammary carcinoma
cells implanted in to the mammary fat pad exhibit spontane-
ous metastasis to the lung and other organs.

The preparations described herein can bind to and/or
modulate (e.g., inhibit) an activity of one or more of VEGF,
FGF, SDF-1a, HB-EGF, heparanase and P-selectin. In some
embodiments, interaction of the preparation with (e.g., bind-
ing to) a target protein (e.g., VEGF, FGF, SDF-1q, or P-se-
lectin) can be assayed, e.g., in vitro, e.g., using methods
known in the art. Numerous methods and techniques to detect
binding or modulation (e.g., inhibition) of activity are known,
e.g., standard receptor competition assays, fluorescence
energy transfer (FET), fluorescence resonance energy trans-
fer (FRET) (see, for example, U.S. Pat. No. 5,631,169; U.S.
Pat. No. 4,868,103), and fluorescence polarization (FP). In
some embodiments, evaluating binding of a polysaccharide
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preparation to a target protein can include a real-time moni-
toring of the binding interaction, e.g., using Biomolecular
Interaction Analysis (BIA) (see, e.g., Sjolander and Urbanic-
zky (1991) Anal. Chem., 63:2338-2345 and Szabo et al.
(1995) Curr. Opin. Struct. Biol., 5:699-705). Surface plasmon
resonance or “BIA” detects biospecific interactions in real
time, without labeling any of the interactants (e.g., BlAcore).

Activities of VEGEF, FGF, and P-selectin on cells in vitro
and in vivo are well known in the art. The ability of a polysac-
charide preparation to modulate (e.g., inhibit) an activity of
VEGF, FGF, or P-selectin can be assayed in vitro or in a
cell-based assay or in vivo in an organism. For example, the
ability of a polysaccharide preparation to modulate (e.g.,
inhibit) the activity of VEGF, FGF, or P-selectin to modulate
(e.g., stimulate) the proliferation of endothelial cells, e.g.,
human umbilical vein epithelial cells, can be assayed. Exem-
plary methods of determining modulation of FGF activity can
be foundin U.S. Pat. No. 5,733,893. A cell-based assay can be
performed using a single cell, or a collection of at least two or
more cells. The cell can be a yeast cell (e.g., Saccharomyces
cerevisiae) or a mammalian cell, e.g., a cell line.

Assays for determining whether a chemotherapeutic agent
causes bone marrow derived progenitor cell mobilization can
be determined by methods known in the art, see, e.g., Shaked
et al. (2008) Cancer Cell 14:263-273, which is incorporated
herein by reference, and described in the Examples.
Pharmaceutical Compositions

Compositions, e.g., pharmaceutically acceptable compo-
sitions, which include a preparation described herein, formu-
lated together with a pharmaceutically acceptable carrier, are
provided.

As used herein, “pharmaceutically acceptable carrier”
includes any and all solvents, dispersion media, isotonic and
absorption delaying agents, and the like that are physiologi-
cally compatible with parenteral administration. The carrier
can be suitable for any parenteral administration, e.g., intra-
venous, intramuscular, subcutaneous, intraocular, intraperi-
toneal, rectal, inhaled or spinal administration (e.g., by injec-
tion or infusion).

The compositions of this invention may be in a variety of
forms. These include, for example, liquid, semi-solid and
solid dosage forms, such as liquid solutions (e.g., injectable
and infusible solutions), dispersions or suspensions, and lipo-
somes. The preferred form depends on the intended mode of
administration and therapeutic application. Typical preferred
compositions are in the form of injectable or infusible solu-
tions. The preferred mode of administration is parenteral
(e.g., intravenous, subcutaneous, intraocular, intraperitoneal,
intramuscular). In a preferred embodiment, the preparation is
administered by intravenous infusion or injection. In another
preferred embodiment, the preparation is administered by
intramuscular or subcutaneous injection.

The phrases “parenteral administration” and “adminis-
tered parenterally” as used herein means modes of adminis-
tration other than enteral and topical administration, usually
by injection, and includes, without limitation, intravenous,
intramuscular, subcutaneous, intraarterial, intrathecal, intra-
capsular, intraorbital, intravitreous, intracardiac, intradermal,
intraperitoneal, transtracheal, inhaled, subcutaneous, subcu-
ticular, intraarticular, subcapsular, subarachnoid, intraspinal,
epidural and intrasternal injection and infusion.

Therapeutic compositions typically should be sterile and
stable under the conditions of manufacture and storage. The
composition can be formulated as a solution, microemulsion,
dispersion, liposome, or other ordered structure suitable to
high concentration. Sterile injectable solutions can be pre-
pared by incorporating the active compound (i.e., polysac-
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charide preparation) in the required amount in an appropriate
solvent with one or a combination of ingredients enumerated
above, as required, followed by filtered sterilization. Gener-
ally, dispersions are prepared by incorporating the active
compound into a sterile vehicle that contains a basic disper-
sion medium and the required other ingredients from those
enumerated above. In the case of sterile powders for the
preparation of sterile injectable solutions, the preferred meth-
ods of preparation are vacuum drying and freeze-drying that
yields a powder of the active ingredient plus any additional
desired ingredient from a previously sterile-filtered solution
thereof. The proper fluidity of a solution can be maintained,
for example, by the use of a coating such as lecithin, by the
maintenance of the required particle size in the case of dis-
persion and by the use of surfactants. Prolonged absorption of
injectable compositions can be brought about by including in
the composition an agent that delays absorption, for example,
various polymers, monostearate salts and gelatin.

For many therapeutic applications, the preferred route/
mode of administration is intravenous injection or infusion.
As will be appreciated by the skilled artisan, the route and/or
mode of administration will vary depending upon the desired
results.

Formulations for injection may be presented in unit dosage
form, e.g., in ampoules, syringes, syringe pens, or in multi-
dose containers, e.g., with an added preservative. The com-
positions may take such forms as suspensions, solutions or
emulsions in oily or aqueous vehicles, and may contain for-
mulatory agents such as suspending, stabilizing and/or dis-
persing agents.

For administration by inhalation, the preparation may be
conveniently delivered in the form of an aerosol spray pre-
sentation from pressurized packs or a nebulizer, with the use
of a suitable propellant, e.g., dichlorodifluoromethane,
trichlorofluoromethane, dichlorotetrafluoroethane, carbon
dioxide or other suitable gas. In the case of a pressurized
aerosol, the dosage unit may be determined by providing a
valve to deliver a metered amount. Capsules and cartridges of,
e.g., gelatin for use in an inhaler or insufflator may be formu-
lated containing a powder mix of the compound and a suitable
powder base such as lactose or starch. In addition, dry powder
formations for inhalation therapy are within the scope of the
invention. Such dry powder formulations may be prepared as
disclosed, e.g., in WO 02/32406.

In addition to the compositions described previously, the
compounds may also be formulated as a depot preparation.
Such long-acting formulations may be formulated with suit-
able polymeric or hydrophobic materials (for example, as an
emulsion in an acceptable oil) or ion exchange resins, or as
sparingly soluble derivatives, for example, as a sparingly
soluble salt.

The pharmaceutical compositions also may comprise suit-
able solid or gel phase carriers or excipients. The composi-
tions can be included in a container, pack, or dispenser
together with instructions for administration.

The preparation can also be administered with short or long
term implantation devices, e.g., a stent. The preparation can
be implanted subcutaneously, can be implanted into tissues or
organs (e.g., the coronary artery, carotid artery, renal artery
and other peripheral arteries, veins, kidney, heart cornea,
vitreous, cerebrum, etc.), or can be implanted in physiologi-
cal spaces around tissues and organs (e.g., kidney capsule,
pericardium, thoracic or peritoneal space).

The preparation can also be used to coat various medical
devices. For example, the preparation can be used to coat a
stent or extracorporeal circuit. Such formulations of the
preparations may include using, e.g., controlled release
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beads, gel or microspheres as well as various polymers such
as PLGA, cellulose, alginate or other polysaccharides.

Dosage regimens are adjusted to provide the optimum
desired response (e.g., a therapeutic response). For example,
a single bolus may be administered, several divided doses
may be administered over time or the dose may be propor-
tionally reduced or increased as indicated by the exigencies of
the therapeutic situation. It is especially advantageous to for-
mulate parenteral compositions in dosage unit form for ease
of'administration and uniformity of dosage. Dosage unit form
as used herein refers to physically discrete units suited as
unitary dosages for the subjects to be treated; each unit con-
tains a predetermined quantity of active compound calculated
to produce the desired therapeutic effect in association with
the required pharmaceutical carrier. The specification for the
dosage unit forms of the invention are dictated by and directly
dependent on (a) the unique characteristics of the active com-
pound and the particular therapeutic effect to be achieved, and
(b) the limitations inherent in the art of compounding such an
active compound for the treatment of sensitivity in individu-
als.

It is to be noted that dosage values may vary with the type
and severity of the condition to be alleviated. It is to be further
understood that for any particular subject, specific dosage
regimens should be adjusted over time according to the indi-
vidual need and the professional judgment of the person
administering or supervising the administration of the com-
positions.

The pharmaceutical compositions of the invention may
include a therapeutically effective amount of a preparation. A
therapeutically effective amount of the preparation may vary
according to factors such as the disease state, age, sex, and
weight of the individual and can include more than one unit
dose. A therapeutically effective amount is also one in which
any toxic or detrimental effects of the preparation are out-
weighed by the therapeutically beneficial effects. A therapeu-
tically effective amount may inhibit a measurable parameter,
e.g., VEGF activity, FGF activity, P-selectin activity, hepara-
nase activity, or size or rate of growth of metastatic lesions,
e.g., by at least about 20%, more preferably by at least about
25%, 30%, 40%, even more preferably by at least about 50%,
60%, and still more preferably by at least about 70%, 80%
relative to untreated subjects. The ability of a compound to
inhibit a measurable parameter, e.g., metastasis or angiogen-
esis, can be evaluated in an animal model system or in a
human (e.g., in a pre-clinical model or a clinical trial). Alter-
natively, a property of a composition can be evaluated by
examining the activity of the compound in an in vitro assay.
Exemplary doses for intravenous or subcutaneous adminis-
tration of the polysaccharide preparation are about 0.03
mg/kg to 0.45 mg/kg, e.g., 0.03 mg/kg, 0.05 mg/kg, 0.1
mg/kg, 0.15 mg/kg, 0.2 mg/kg, 0.22 mg/kg, 0.25 mg/kg, 0.27
mg/kg, 0.3 mg/kg, 0.35 mg/kg, 0.37 mg/kg, 0.4 mg/kg, 0.44
mg/kg, preferably about 0.1 mg/kg, 0.15 mg/kg, 0.2 mg/kg,
0.25 mg/kg, 0.3 mg/kg, 0.35 mg/kg, 0.4 mg/kg, 0.44 mg/kg,
0.47 mg/kg, 0.5 mg/kg, 0.55 mg/kg, 0.60 mg/kg, 0.7 mg/kg,
preferably about 0.30 to 0.50 mg/kg, e.g., 0.30 mg/kg, 0.35
mg/kg, 0.40 mg/kg, 0.42 mg/kg, 0.44 mg/kg, 0.47 mg/kg or
0.50 mg/kg. In some embodiments, the polysaccharide prepa-
ration can be administered at a dose between 0.5-80 mg/kg,
between 0.5-40 mg/kg, between 0.5-30 mg/kg, e.g., between
5-50 mg/kg/day.

Kits

Also within the scope of the invention are a kit comprising
a polysaccharide preparation described herein, e.g., a
polysaccharide preparation described herein that lacks sub-
stantial anticoagulation activity, and a chemotherapeutic
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agent that is associated with bone marrow derived progenitor
cell mobilization; a kit comprising a polysaccharide prepara-
tion described herein, e.g., a polysaccharide preparation that
lacks substantial anticoagulation activity, and instructions to
administer the polysaccharide preparation to a subject with
cancer who has been or will be treated with a chemothera-
peutic agent that is associated with bone marrow derived
progenitor cell mobilization; a kit comprising a polysaccha-
ride preparation described herein, e.g., a polysaccharide
preparation that lacks substantial anticoagulation activity,
and instructions to administer the polysaccharide preparation
to a subject with cancer who has been or will be treated with
a chemotherapeutic agent at a dose or dosing schedule that is
associated with bone marrow derived progenitor cell mobili-
zation, e.g., a dose or dosing schedule described herein; a kit
comprising a chemotherapeutic agent that is associated with
bone marrow derived progenitor cell mobilization, and
instructions to administer the chemotherapeutic agent to a
subject in combination with a polysaccharide preparation
described herein, e.g., a polysaccharide preparation described
herein that lacks substantial anticoagulant activity; or a kit
comprising a chemotherapeutic agent, and instructions to
administer the chemotherapeutic agent to a subject at a dose
or dosing schedule associated that is associated with bone
marrow progenitor cell mobilization and instructions to
administer the chemotherapeutic agent in combination with a
polysaccharide preparation described herein, e.g., a polysac-
charide preparation described herein that lacks substantial
anticoagulant activity.

The kit can include one or more other elements including:
other reagents, e.g., a therapeutic agent; devices or other
materials for preparing the polysaccharide preparation for
administration; pharmaceutically acceptable carriers; and
devices or other materials for administration to a subject. The
instructions can include instructions for therapeutic applica-
tion including suggested dosages and/or modes of adminis-
tration, e.g., in a patient having a disorder, e.g., a disorder
described herein. The kit can further contain at least one
additional reagent, such as a diagnostic or therapeutic agent,
e.g., a diagnostic or therapeutic agent as described herein,
formulated as appropriate, in one or more separate pharma-
ceutical preparations.

Uses

The polysaccharide preparations can be used to treat a
subject. As used herein, a subject is a mammal, e.g., a non-
human experimental mammal, a veterinary mammal, or a
human. Non-human mammals include a primate, cow, horse,
pig, sheep, goat, dog, cat, or rodent.

The preparations provided herein can be used, for example,
to treat or prevent a metastatic disorder (e.g., a cancer, e.g., a
carcinoma or other solid or hematological cancer). As used
herein, the term “cancer” is meant to include all types of
cancerous growths or oncogenic processes, metastatic tissues
or malignantly transformed cells, tissues, or organs, irrespec-
tive of histopathologic type or stage of invasiveness. Methods
and compositions disclosed herein are particularly useful for
treating, or reducing the size, numbers, or rate of growth of,
metastatic lesions associated with cancer.

Examples of cancers include, but are not limited to, solid
tumors, soft tissue tumors, hematopoietic tumors and meta-
static lesions. Examples of solid tumors include malignan-
cies, e.g., sarcomas, adenocarcinomas, and carcinomas, of
the various organ systems, such as those affecting head and
neck (including pharynx), thyroid, lung (small cell or non
small cell lung carcinoma), breast, lymphoid, gastrointestinal
(e.g., oral, esophageal, stomach, liver, pancreas, small intes-
tine, colon and rectum, anal canal), genitals and genitourinary
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tract (e.g., renal, urothelial, bladder, ovarian, uterine, cervi-
cal, endometrial, prostate, testicular), CNS (e.g., neural or
glial cells, e.g., neorublastoma or glioma), skin (e.g., mela-
noma). Examples of hematopoietic cancers that can be treated
include hemangiomas, multiple myeloma, lymphomas and
leukemias and myelodysplasia. Methods and compositions
disclosed herein are particularly useful for treating, e.g.,
reducing or delaying, metastatic lesions associated with the
aforementioned cancers. In some embodiments, the patient
will have undergone one or more of surgical removal of a
tissue, chemotherapy, or other anti-cancer therapy and the
primary or sole target will be metastatic lesions, e.g.,
metastases in the bone or lymph nodes or lung or liver or
peritoneal cavity or the CNS or other organs.

The methods of the invention, e.g., methods of treatment,
can further include the step of monitoring the subject, e.g., for
a change (e.g., an increase or decrease) in one or more of:
tumor size; levels of a cancer marker, for a patient with
cancer; the size or rate of appearance of new lesions, e.g., in
a scan; the appearance of new disease-related symptoms; the
size of soft tissue mass, e.g., a decrease or stabilization;
changes in blood flow measured by imaging technology;
survival; progression-free survival; quality of life, e.g.,
amount of disease associated pain, e.g., bone pain; or any
other parameter related to clinical outcome. The subject can
be monitored in one or more of the following periods: prior to
beginning of treatment; during the treatment; or after one or
more elements of the treatment have been administered.
Monitoring can be used to evaluate the need for further treat-
ment with the same preparation or for additional treatment
with additional agents. Generally, a decrease in one or more
of the parameters described above is indicative of the
improved condition of the subject.

The preparations described herein can be administered to a
subject in single or multiple doses to treat or prevent a meta-
static or cancerous disorder, e.g., a cancerous disorder
described herein.

The preparations described herein can also be used to treat
inflammatory, autoimmune, fibrotic, fibroproliferative,
atopic, or angiogenic disorders. Examples of inflammatory
disorders include but are not limited to chronic obstructive
pulmonary disease, asthma, rheumatoid arthritis, inflamma-
tory bowel disease (including Crohns disease and ulcerative
colitis), multiple sclerosis, psoriasis, ischemia-reperfusion
injuries, septic shock, age-related macular degeneration (e.g.,
wet age-related macular degeneration), atherosclerosis,
Alzheimer’s disease, Parkinson’s disease, cardiovascular dis-
ease, vasculitis, type I and II diabetes, metabolic syndrome,
diabetic retinopathy, restenosis. Examples of autoimmune
diseases include but are not limited to asthma, rheumatoid
arthritis, inflammatory bowel disease, multiple sclerosis, pso-
riasis, type I diabetes, systemic lupus erythematosus (SLE),
Sjogren’s syndrome, Hashimoto’s thyroiditis, Graves’ dis-
ease, Guillain-Barré syndrome, autoimmune hepatitis, Myas-
thenia gravis. Examples of fibrotic diseases include but are
not limited to scleroderma, liver fibrosis, pancreatic fibrosis,
chronic obstructive pulmonary disease, diabetic nephropathy,
sarcoidosis, idiopathic pulmonary fibrosis, cirrhosis, cystic
fibrosis, neurofibromatosis, endometriosis, post-operative
fibroids, restenosis. Examples of atopic disease include but
are not limited to atopic dermatitis, atopic asthma, and aller-
gic rhinitis.

Examples of fibroproliferative disorders include systemic
and local scleroderma, keloids and hypertrophic scars, ath-
erosclerosis, restenosis, fibrosarcoma, neurofibromatosis,
and rheumatoid arthritis. Examples of scarring associated
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with trauma include scarring due to surgery, chemotherapeu-
tic-induced fibrosis, radiation-induced fibrosis, scarring asso-
ciated with injury or burns.

In one embodiment, the polysaccharide preparations are
used for inhibiting angiogenesis, e.g., to treat angiogenic
disorders. Angiogenesis as used herein is the inappropriate
formation of new blood vessels. Angiogenic disorders
include, but are not limited to, tumors, neovascular disorders
of the eye, endometriosis, macular degeneration, osteoporo-
sis, psoriasis, arthritis, cancer, hemangiomas, and cardiovas-
cular disorders. It is understood that some disorders will fall
within more than one category of disease described herein.

The preparations described herein can also be used to treat
or prevent infectious disorders such as, e.g., malaria.
Combination Therapy

The methods and compositions of the invention can be
used in combination with other therapeutic modalities.
Administered “in combination”, as used herein, means that
two (or more) different treatments are delivered to the subject
during the course of the subject’s affliction with the disorder,
such that the effects of the treatments on the patient overlap at
a point in time. In some embodiments, the delivery of one
treatment is still occurring when the delivery of the second
begins, so that there is overlap in terms of administration. This
is sometimes referred to herein as “simultaneous” or “con-
current delivery.” In other embodiments, the delivery of one
treatment ends before the delivery of the other treatment
begins. In some embodiments of either case, the treatment is
more effective because of combined administration. For
example, the second treatment is more effective, e.g., an
equivalent effect is seen with less of the second treatment, or
the second treatment reduces symptoms to a greater extent,
than would be seen if the second treatment were administered
in the absence of the first treatment, or the analogous situation
is seen with the first treatment. In some embodiments, deliv-
ery is such that the reduction in a symptom, or other parameter
related to the disorder is greater than what would be observed
with one treatment delivered in the absence of the other. The
effect of the two treatments can be partially additive, wholly
additive, or greater than additive. The delivery can be such
that an effect of the first treatment delivered is still detectable
when the second is delivered.

In one embodiment, the methods of the invention include
administering to the subject a preparation described herein, in
combination with one or more additional therapies, e.g., sur-
gery, radiation therapy, or administration of another therapeu-
tic preparation. In one embodiment, the additional therapy
may include chemotherapy, e.g., a cytotoxic agent. In one
embodiment the additional therapy may include a targeted
therapy, e.g. a tyrosine kinase inhibitor, a proteasome inhibi-
tor, a protease inhibitor. In one embodiment, the additional
therapy may include an anti-inflammatory, anti-angiogenic,
anti-fibrotic, or anti-proliferative compound, e.g., a steroid, a
biologic immunomodulator, a monoclonal antibody, an anti-
body fragment, an aptamer, an siRNA, an antisense molecule,
a fusion protein, a cytokine, a cytokine receptor, a bronchodi-
alator, a statin, an anti-inflammatory agent (e.g. methotrex-
ate), an NSAID. In another embodiment, the additional
therapy could include combining therapeutics of different
classes. The polysaccharide preparation and the additional
therapy can be administered simultaneously or sequentially.

Exemplary cytotoxic agents that can be administered in
combination with the polysaccharide preparation include
antimicrotubule agents, topoisomerase inhibitors, antime-
tabolites, protein synthesis and degradation inhibitors,
mitotic inhibitors, alkylating agents, platinating agents,
inhibitors of nucleic acid synthesis, histone deacetylase and
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DNA methyltransferase inhibitors, nitrogen mustards,
nitrosoureas, ethylenimines, alkyl sulfonates, triazenes,
folate analogs, nucleoside analogs, ribonucleotide reductase
inhibitors, vinca alkaloids, taxanes, epothilones, intercalating
agents, agents capable of interfering with a signal transduc-
tion pathway, agents that promote apoptosis and radiation,
antibody conjugates that bind surface proteins to deliver a
toxic agent. In one embodiment, the cytotoxic agent that can
be administered with a preparation described herein is a plati-
num-based agent (such as cisplatin), cyclophosphamide, dac-
arbazine, methotrexate, fluorouracil, gemcitabine, capecitab-
ine, hydroxyurea, topotecan, irinotecan, azacytidine,
vorinostat, ixabepilone, bortezomib, taxanes (paclitaxel, doc-
etaxel), cytochalasin B, gramicidin D, ethidium bromide,
emetine, mitomycin, etoposide, tenoposide, vincristine, vin-
blastine, vinorelbine, colchicin, anthracyclines (doxorubicin
and epirubicin) daunorubicin, dihydroxy anthracin dione,
mitoxantrone, mithramycin, actinomycin D, adriamycin,
1-dehydrotestosterone, glucocorticoids, procaine, tetracaine,
lidocaine, propranolol, puromyecin, ricin, and maytansinoids.

The combination therapy can also include a composition of
the present invention coformulated with, and/or coadminis-
tered with, one or more additional therapeutic agents, e.g.,
one or more anti-cancer agents, cytotoxic or cytostatic agents,
hormone treatment, small molecule inhibitors of receptor
tyrosine kinases and other tyrosine kinases including HER-2,
EGFR, VEGFR, BCR-ABL, ¢-KIT (such as Gefitinib, Erlo-
tinib, Lapatinib, Sorafenib, Sunitinib, Imatinib, Dasatinib,
Nilotinib) or mTOR (such as temsirolimus, everolimus, rapa-
mycin), or cytokines or chemokines, vaccines, antibodies
against cell membrane receptors pathways including EGF-
EGFR, VEGF-VEGFR, CD19, CD20, CD3, CTLA-4 (such
as Trastuzumab, Cetuximab, Panitumumab, Bevacizumab,
Rituximab, Tositumomab) and/or other immunotherapies.

Anti-Angiogenic Agent or Tyrosine Kinase Inhibitors

The polysaccharide preparations described herein can be
administered in combination with an anti-angiogenic agent or
tyrosine kinase inhibitor to treat a subject having cancer, e.g.,
a primary tumor, or having or at risk of having metastasis of
a primary tumor. As discussed herein, administration of anti-
angiogenic agents and tyrosine kinase inhibitors to a subject
having cancer is associated with mobilization of bone marrow
derived progenitor cells such as endothelial progenitor cells.

In one embodiment, the anti-angiogenic agent or tyrosine
kinase inhibitor is administered in an amount and/or dosing
schedule that is associated with (e.g., causes) bone marrow
derived progenitor cell mobilization. For example, the anti-
angiogenic agent or tyrosine kinase inhibitor is administered
in an amount and/or dosing schedule that is associated with
(e.g., causes) endothelial progenitor cell mobilization. The
dose and/or dosing schedule can be a dose or dosing schedule
described herein.

In one embodiment, the anti-angiogenic agent or tyrosine
kinase inhibitor selected from the group consisting of: an
epidermal growth factor (EGF) pathway inhibitor (e.g., an
epidermal growth factor receptor (EGFR) inhibitor), a vascu-
lar endothelial growth factor (VEGF) pathway inhibitor (e.g.,
a vascular endothelial growth factor receptor (VEGFR)
inhibitor (e.g., a VEGFR-1 inhibitor, a VEGFR-2 inhibitor, a
VEGFR-3 inhibitor)), a platelet derived growth factor
(PDGF) pathway inhibitor (e.g., a platelet derived growth
factor receptor (PDGFR) inhibitor (e.g., a PDGFR-f inhibi-
tor)), a TGF pathway inhibitor, a KIT pathway inhibitor, a
RAF-1 inhibitor and a RET inhibitor. In some embodiments,
the subject has been treated or will be treated with an anti-
angiogenic agent or a tyrosine kinase inhibitor selected from
the group consisting of: bevacizumab (Avastin®), ranibi-



US 9,212,233 B2

25

zumab (Lucentis®), imatinib (Gleevec®), cetuximab (Er-
bitux®), sunitinib (Sutent®), sorafenib (Nexavar®), tivoza-
nib (AV-951), cediranib (AZD2171), dasatinib (Sprycel®),
nilotinib (AMN-107), CP-547632, erlotinib (Tarceva®),
panitumumab (Vectibix®), pazopanib (Votrient®), axitinib
and gefitinib (Iressa®).

A PDGF pathway inhibitor includes, without limitation,
tyrphostin AG 1296, tyrphostin 9, 1,3-butadiene-1,1,3-tricar-
bonitrile,  2-amino-4-(1H-indol-5-y1)-(9C1),  imatinib
(Gleevec®) and gefitinib (Iressa®) and those compounds
generically and specifically disclosed in European Patent
No.: 0 564 409 and PCT Publication No.: WO 99/03854.

A VEGF pathway inhibitor includes, without limitation,
anti-VEGF antibodies, e.g., bevacizumab (Avastin®), and
small molecules, e.g., sunitinib (Sutent®), sorafinib (Nexa-
var®), ZD6474 (also known as vandetanib) (Zactima™),
SU6668, CP-547632 and AZD2171 (also known as cedi-
ranib) (Recentin™).

A EGF pathway inhibitor includes, without limitation,
anti-EGFR antibodies, e.g., cetuximab (Erbitux®), panitu-
mumab (Vectibix®), and gefitinib (Iressa®), and small mol-
ecules such as tyrphostin 46, EKB-569, erlotinib (Tarceva®),
gefitinib (Iressa®), lapatinib (Tykerb®) and those com-
pounds that are generically and specifically disclosed in WO
97/02266, EP 0 564 409, WO 99/03854, EP 0 520 722, EP 0
566 226, EP 0 787 722, EP 0 837 063, U.S. Pat. No. 5,747,
498, WO 98/10767, WO 97/30034, WO 97/49688, WO
97/38983 and WO 96/33980.

In one embodiment, the cancer is gastrointestinal cancer.
The gastrointestinal cancer can be a chemotherapeutic refrac-
tory, a chemotherapeutic resistant, and/or a relapsed cancer,
e.g., the gastrointestinal cancer is refractory to imatinib mesy-
late, resistant to imatinib mesylate or relapsed after treatment
with imatinib mesylate.

In an embodiment, the cancer is renal cell cancer, e.g.,
advanced or metastatic renal cell carcinoma, e.g., a chemo-
therapeutic refractory, a chemotherapeutic resistant, and/or a
relapsed carcinoma, e.g., the renal cell carcinoma is refrac-
tory to a cytokine (e.g., interleukin-2 or interferon), resistant
to a cytokine (e.g., interleukin-2 or interferon) or relapsed
after treatment with a cytokine (e.g., interleukin-2 or inter-
feron). In some embodiments, a renal cell cancer is treated
according to methods described herein with pazopanib (Vot-
rient®) (e.g., at a dose of 800 mg or less (e.g., 600 mg, 400
mg, 200 mg) daily, or sorafenib (Nexavar®) in combination
with a polysaccharide preparation described herein.

In an embodiment, the cancer is colorectal cancer, e.g.,
metastatic colorectal cancer, e.g., a chemotherapeutic refrac-
tory, a chemotherapeutic resistant, and/or a relapsed cancer.
In some embodiments, a colorectal cell cancer is treated with
apolysaccharide preparation described herein in combination
with bevacizumab (Avastin®) (e.g., at a dose of 5 to 10 mg/kg
every 12, 13, 14, 15, 16 days), e.g., in further combination
with one or more of a topoisomerase inhibitor (e.g., topote-
can, irinotecan, etoposide, teniposide, lamellarin D, camp-
tothecin), a platinum-based agent (e.g., cisplatin, carboplatin,
oxaliplatin), an antimetabolite (e.g., SFU) and leucovorin.

In an embodiment, the cancer is lung cancer, e.g., non-
small cell lung cancer, e.g., a chemotherapeutic refractory, a
chemotherapeutic resistant, and/or a relapsed cancer. In some
embodiments, the lung cell cancer is treated with a polysac-
charide preparation described herein in combination with
bevacizumab (Avastin®) (e.g., at a dose of 5 to 10 mgkg
every 12, 13, 14, 15, 16 days), e.g., in further combination
with one or more of a topoisomerase inhibitor (e.g., topote-
can, irinotecan, etoposide, teniposide, lamellarin D, camp-
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tothecin), a platinum-based agent (e.g., cisplatin, carboplatin,
oxaliplatin), an antimetabolite (e.g., SFU) and leucovorin.

In an embodiment, the cancer is breast cancer, e.g., meta-
static breast cancer, e.g., a chemotherapeutic refractory, a
chemotherapeutic resistant, and/or a relapsed breast cancer.
In some embodiments, the breast cancer is treated with a
polysaccharide preparation described herein in combination
with bevacizumab (Avastin®) (e.g., at a dose of 5 to 10 mg/kg
every 12, 13, 14, 15, 16 days), e.g., in further combination
with a taxane (e.g., docetaxel, paclitaxel). Also, e.g., in com-
bination with anthracycline (daunorubicin (Daunomycin®),
Doxorubicin (Adriamycin®)), e.g. in combination with plati-
num (e.g. cisplatin) e.g., in combination with estrogen inhibi-
tor (e.g. aromatase inhibitors, tamoxifen (Nolvadex®),
exemestane (Aromasin®), anastrozole (Arimidex®) and
letrozole (Femara®), e.g. in combination with EGF/HER2
inhibitors (e.g. Lapatinib (Tykerb®), trastuzumab (Hercep-
tin®).

In an embodiment, the cancer is a glioblastoma, e.g., a
chemotherapeutic refractory, a chemotherapeutic resistant,
and/or a relapsed glioblastoma. In certain embodiments, the
glioblastoma is treated with a polysaccharide preparation
described herein in combination with bevacizumab (Avas-
tin®) (e.g., at a dose of 5 to 10 mg/kg every 12, 13, 14,15, 16
days).

In one embodiment, the cancer is gastrointestinal cancer
and a polysaccharide described herein is administered in
combination with 20 mg, 25 mg, 30 mg, 35 mg, 40 mg, 45,
mg, 50 mg, 55 mg, 60 mg sunitinib or placebo orally, once
daily, on a schedule. In one embodiment, the schedule is
administration of sunitinib everyday for three, four or five
weeks followed by one, two or three weeks of no administra-
tion or continuously without ‘drug holiday’.

In one embodiment, the cancer is renal cell cancer (e.g.,
metastatic renal cell cancer). The renal cell cancer can be
resistant, relapsed or refractory to treatment with, e.g., a
cytokine (e.g., interferon-c., interleukin-2, or a combination
thereof). A polysaccharide described herein can be adminis-
tered in combination with 20 mg, 25 mg, 30 mg, 35 mg, 40
mg, 45 mg, 50 mg, 55 mg, 60 mg sunitinib orally, once daily,
on a schedule. In one embodiment, the schedule is adminis-
tration of sunitinib everyday for three, four or five weeks
followed by one, two or three weeks of no administration.

In an embodiment, the cancer is a leukemia (e.g., chronic
myeloid leukemia or acute lymphoblastic leukemia, e.g.,
Philadelphia chromosome positive chronic myeloid leukemia
or acute lymphoblastic leukemia), e.g., a chemotherapeutic
refractory, a chemotherapeutic resistant, and/or a relapsed
leukemia, e.g., refractory, a chemotherapeutic resistant, and/
or arelapsed to imatinib. In some embodiments, the leukemia
is treated with a polysaccharide preparation described herein
in combination with dasatinib (e.g., at a dose of 120 mg/day,
130 mg/day, 140 mg/day, 150 mg/day, e.g., administered
twice daily).

In an embodiment, the cancer is a pancreatic cancer (e.g.,
advanced pancreatic cancer). In some embodiments, the pan-
creatic cancer is treated with a polysaccharide preparation
described herein in combination with gemcitabine, Tarceva,
Abraxane (a taxol conjugate), a mTOR inhibitors, a VEGF
inhibitor (e.g., a VEGF inhibitor described herein), a sonic
hedgehog inhibitor.

Vascular Disrupting Agents

The polysaccharide preparations described herein can be
administered in combination with a vascular disrupting agent
to treat a subject having cancer, e.g., a primary tumor, or
having or at risk of having metastasis of a primary tumor. The
administration of vascular disrupting agents is associated
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with mobilization of bone marrow derived progenitor cells
such as endothelial progenitor cells in subjects having cancer.

In one embodiment, the vascular disrupting agent is admin-
istered in an amount and/or dosing schedule that is associated
with (e.g., causes) bone marrow derived progenitor cell mobi-
lization. For example, the vascular disrupting agent is admin-
istered in an amount and/or dosing schedule that is associated
with (e.g., causes) endothelial progenitor cell mobilization.
The dose and/or dosing schedule can be a dose or dosing
schedule described herein.

Exemplary vascular disrupting agents include, but are not
limited to, AVE8062, vadimezan, ZD6126, combretastatin
A-4 disodium phosphate (CA4P) or Oxi4503, DMXAA
(ASA404), NPI-2358.

In one embodiment, the cancer is lung cancer (e.g., small
cell lung cancer or non-small cell lung cancer). The lung
cancer can be resistant, relapsed or refractory to treatment
with a chemotherapeutic agent, e.g., a VEGF pathway inhibi-
tor (e.g., bevacizumab) or an EGF pathway inhibitor. The
lung cancer can be locally advanced or metastatic lung can-
cer. In another embodiment, the cancer is urothelial cancer
(e.g., cancer of the bladder, urethra, ureter, renal pelvis), e.g.,
locally advanced or metastatic urothelial cancer. The urothe-
lial cancer can be resistant, relapsed or refractory to another
chemotherapeutic agent, e.g., a platinum based agent (e.g.,
cisplatin, carboplatin, oxaliplatin) or a pyrimidine analog
(e.g., gemcitabine). A polysaccharide described herein can be
administered in combination with ASA404, e.g., ASA404 at
a dose of 1,600 mg/m?, 1,700 mg/m?>, 1,800 mg/m>, 1,900
mg/m?, 2,000 mg/m? on a schedule. In one embodiment, the
schedule is administration of ASA404 every 18, 19 20,21, 22,
23 or 24 days, e.g., for 4, 5, 6, 7 cycles. The treatment can
further include administration of one or more additional che-
motherapeutic agent, e.g., a taxane (e.g., docetaxel, pacli-
taxel) or a platinum based agent (e.g., cisplatin, carboplatin,
oxaliplatin).

In an embodiment, the cancer is lung cancer (e.g., small
cell lung cancer or non small cell lung cancer), e.g., metastatic
or locally advanced lung cancer, e.g., a chemotherapeutic
refractory, a chemotherapeutic resistant, and/or a relapsed
lung cancer. In some embodiments, the lung cancer is treated
with a polysaccharide preparation described herein in com-
bination with NPI-2358 (e.g., at a dose of 20, 30, 40 mg/m?).

In an embodiment, the cancer is a head and neck cancer
(e.g., anaplastic carcinoma of the thyroid), e.g., locally
advanced or metastatic head and neck cancer. In another
embodiment, the cancer is a glioma. In yet another embodi-
ment, the cancer is lung cancer (e.g., small cell lung cancer or
non small cell lung cancer), e.g., locally advanced or meta-
static lung cancer. The cancer can be chemotherapeutic
refractory, a chemotherapeutic resistant, and/or a relapsed. In
certain embodiments, the cancer is treated with a polysaccha-
ride preparation described herein in combination with CA4P
(e.g., at a dose of 50 mg/m?, 60 mg/m*, 70 mg/m> on a
schedule. The dosing schedule can be, e.g., administration of
CAA4P weekly for three weeks then one week without admin-
istration.

In an embodiment, the cancer is a sarcoma (e.g., a soft
tissue sarcoma), e.g., locally advanced or metastatic sarcoma.
The cancer can be chemotherapeutic refractory, a chemo-
therapeutic resistant, and/or a relapsed to another chemo-
therapeutic agent, e.g., an anthracycline or an alkylating agent
(e.g., ifosfamide). In certain embodiments, the cancer is
treated with a polysaccharide preparation described herein in
combination with AVE8026 (e.g., at a dose of 15 mg/m?, 20
mg/m?, 25 mg/m?, 30 mg/m* on a schedule). The dosing
schedule can be, e.g., administration of AVE8026 every three
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weeks. In some embodiments, the treatment can further
include administration of one or more additional chemothera-
peutic agents, e.g., a platinum based agent (e.g., cisplatin,
carboplatin, oxaliplatin) and a taxane (e.g., docetaxel, pacli-
taxel).

Taxanes

The polysaccharide preparations described herein can be
administered in combination with a taxane to treat a subject
having cancer, e.g., a primary tumor, or having or at risk of
having metastasis of a primary tumor. As discussed herein,
administration of a taxane to a subject having cancer is asso-
ciated with mobilization of bone marrow derived progenitor
cells such as endothelial progenitor cells.

In one embodiment, the taxane is administered in an
amount and/or dosing schedule that is associated with (e.g.,
causes) bone marrow derived progenitor cell mobilization.
For example, the taxane is administered in an amount and/or
dosing schedule that is associated with (e.g., causes) endot-
helial progenitor cell mobilization. The dose and/or dosing
schedule can be a dose or dosing schedule described herein.

In one embodiment, the cancer is breast cancer (e.g.,
locally advanced or metastatic breast cancer). The breast
cancer can be estrogen receptor positive breast cancer; estro-
gen receptor negative breast cancer; HER-2 positive breast
cancer; HER-2 negative breast cancer; progesterone receptor
positive breast cancer; progesterone receptor negative breast
cancer; estrogen receptor negative, HER-2 negative and
progesterone receptor negative breast cancer (i.e., triple nega-
tive breast cancer). The breast cancer can be resistant,
relapsed or refractory to treatment with a chemotherapeutic
agent, e.g., an alkylating agent (e.g., cyclophosphamide, dac-
arbazine, melphalan, ifosfamide, temozolomide) or an
anthracycline (e.g., daunorubicin, doxorubicin, epirubicin,
valrubicin and idarubicin). In some embodiments, a polysac-
charide described herein can be administered in combination
with docetaxel, e.g., docetaxel at a dose of 60 mg/m?, 70
mg/m?, 75 mg/m?, 80 mg/m?, 90 mg/m>, 100 mg/m>, 105
mg/m?, 110 mg/m?, 115 mg/m? on a schedule. In one embodi-
ment, the schedule is administration of docetaxel every three
weeks. In another embodiment, a polysaccharide described
herein can be administered in combination with paclitaxel,
e.g., paclitaxel at a dose of 125 mg/m?, 135 mg/m>, 145
mg/m?, e.g., infused over about 2, 3, or 4 hours, or 165 mg/m?,
175 mg/m?, 185 mg/m?, 195 mg/m?, e.g., infused over about
22,23, 24 or 25 hours, on a schedule. In one embodiment, the
schedule is administration of paclitaxel every three weeks.
The treatment can further include administration of one or
more additional chemotherapeutic agent, e.g., a vinca alka-
loid (e.g., vinblastine, vincristine, vindesine, vinorelbine) or
an anthracycline (e.g., daunorubicin, doxorubicin, epirubi-
cin, valrubicin and idarubicin, or a platinum based agent (e.g.
cisplatin).

In another embodiment, the cancer is lung cancer (e.g.,
small cell lung cancer or non small cell lung cancer), e.g.,
locally advanced or metastatic lung cancer. The lung cancer
can be resistant, relapsed or refractory to another chemothera-
peutic agent, e.g., a platinum based agent (e.g., cisplatin,
carboplatin, oxaliplatin). A polysaccharide described herein
can be administered in combination with docetaxel, e.g., doc-
etaxel at a dose of 60 mg/m?, 70 mg/m?, 75 mg/m?>, 80 mg/m?,
90 mg/m?, 100 mg/m>, 105 mg/m?, 110 mg/m?, 115 mg/m*
on a schedule. In one embodiment, the schedule is adminis-
tration of docetaxel every three weeks. In another embodi-
ment, a polysaccharide described herein can be administered
in combination with paclitaxel, e.g., paclitaxel at a dose of
125 mg/m?, 135 mg/m?, 145 mg/m?, e.g., infused over about
2,3, or 4 hours, or 165 mg/m?, 175 mg/m?, 185 mg/m>, 195
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mg/m?, e.g., infused over about 22, 23, 24 or 25 hours, on a
schedule. In one embodiment, the schedule is administration
of docetaxel every three weeks. The treatment can further
include administration of one or more additional chemothera-
peutic agent, e.g., a vinca alkaloid (e.g., vinblastine, vincris-
tine, vindesine, vinorelbine) or an alkylating agent (e.g.,
cyclophosphamide, dacarbazine, melphalan, ifosfamide,
temozolomide).

In one embodiment, the cancer is prostate cancer (e.g.,
locally advanced or metastatic prostate cancer). The prostate
cancer can be resistant, relapsed or refractory to treatment
with a chemotherapeutic agent. A polysaccharide described
herein can be administered in combination with docetaxel,
e.g., docetaxel at a dose of 60 mg/m?, 70 mg/m?, 75 mg/m>,
80 mg/m>, 90 mg/m?, 100 mg/m>, 105 mg/m?, 110 mg/m?,
115 mg/m? on a schedule. In one embodiment, the schedule is
administration of docetaxel every three weeks. In another
embodiment, a polysaccharide described herein can be
administered in combination with docetaxel, e.g., docetaxel
at a dose of 20 mg/m?, 25 mg/m?, 30 mg/m?, 35 mg/m>, 40
mg/m> on a schedule. In one embodiment, the schedule is
weekly administration of docetaxel. The treatment can fur-
ther include administration of one or more additional chemo-
therapeutic agent.

In one embodiment, the cancer is ovarian cancer (e.g.,
locally advanced or metastatic ovarian cancer). The ovarian
cancer can be resistant, relapsed or refractory to treatment
with a chemotherapeutic agent, e.g., a platinum based agent
(e.g., cisplatin, carboplatin, oxaliplatin). A polysaccharide
described herein can be administered in combination with
paclitaxel, e.g., paclitaxel at a dose of 125 mg/m?, 135 mg/m?,
145 mg/m?, e.g., infused over about 2, 3, or 4 hours, or 165
mg/m?, 175 mg/m> 185 mg/m?, 195 mg/m?, e.g., infused
over about 22, 23, 24 or 25 hours, on a schedule. In one
embodiment, the schedule is administration of paclitaxel
every three weeks. The treatment can further include admin-
istration of one or more additional chemotherapeutic agent.

In one embodiment, the cancer is a sarcoma (e.g., AIDS-
related Kaposi sarcoma), e.g., locally advanced or metastatic
sarcoma). The sarcoma can be resistant, relapsed or refractory
to treatment with a chemotherapeutic agent, e.g., an anthra-
cycline (e.g., daunorubicin, doxorubicin, epirubicin, valrubi-
cin and idarubicin). A polysaccharide described herein can be
administered in combination with paclitaxel, e.g., paclitaxel
ata dose of 125 mg/m?, 135 mg/m?, 145 mg/m?, e.g., infused
over about 2, 3, or 4 hours, or 155 mg/m®, 165 mg/m?, 175
mg/m?, 185 mg/m?, 195 mg/m>, e.g., infused over about 22,
23, 24 or 25 hours, on a schedule. In one embodiment, the
schedule is administration of paclitaxel every three weeks.
The treatment can further include administration of one or
more additional chemotherapeutic agent.

Pyrimidine Analogues

The polysaccharide preparations described herein can be
administered in combination with a pyrimidine analogue
(e.g., fluorouracil) to treat a subject having cancer, e.g., a
primary tumor, or having or at risk of having metastasis of a
primary tumor. The administration of pyrimidine analogues
such as fluorouracil can be associated with mobilization of
bone marrow derived progenitor cells such as endothelial
progenitor cells in subjects having cancer.

In one embodiment, the pyrimidine analogue (e.g., fluo-
rouracil) is administered in an amount and/or dosing schedule
that is associated with (e.g., causes) bone marrow derived
progenitor cell mobilization. For example, the vascular dis-
rupting agent is administered in an amount and/or dosing
schedule that is associated with (e.g., causes) endothelial
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progenitor cell mobilization. The dose and/or dosing sched-
ule can be a dose or dosing schedule described herein.

In one embodiment, the cancer is breast cancer (e.g.,
locally advanced or metastatic breast cancer). The breast
cancer can be estrogen receptor positive breast cancer; estro-
gen receptor negative breast cancer; HER-2 positive breast
cancer; HER-2 negative breast cancer; progesterone receptor
positive breast cancer; progesterone receptor negative breast
cancer; estrogen receptor negative, HER-2 negative and
progesterone receptor negative breast cancer (i.e., triple nega-
tive breast cancer). The breast cancer can be resistant,
relapsed or refractory to treatment with a chemotherapeutic
agent, e.g., an alkylating agent (e.g., cyclophosphamide, dac-
arbazine, melphalan, ifosfamide, temozolomide), an anthra-
cycline (e.g., daunorubicin, doxorubicin, epirubicin, valrubi-
cin and idarubicin), or a taxane (e.g., docetaxel or paclitaxel)
or a platinum based agent (e.g. cisplatin). In some embodi-
ments, a polysaccharide described herein can be administered
in combination with fluorouracil, e.g., fluorouracil at a dose
of 8 mg/m?, 10 mg/m?, 12 mg/m?, 14 mg/m>, 16 mg/m> on a
schedule. In one embodiment, the schedule is administration
of fluorouracil once daily for four days, and then, e.g., at a
reduced dose on day 6, 8, 10and 12. The treatment can further
include administration of one or more additional chemothera-
peutic agent, e.g., an alkylating agent (e.g., cyclophospha-
mide, dacarbazine, melphalan, ifosfamide, temozolomide),
an anthracycline (e.g., daunorubicin, doxorubicin, epirubi-
cin, valrubicin and idarubicin), or a taxane (e.g., docetaxel or
paclitaxel). The treatment can further include administration
of leucovorin.

In one embodiment, the cancer is colorectal cancer (e.g.,
locally advanced or metastatic colorectal cancer). The breast
cancer can be resistant, relapsed or refractory to treatment
with a chemotherapeutic agent. In some embodiments, a
polysaccharide described herein can be administered in com-
bination with fluorouracil, e.g., fluorouracil at a dose of 8
mg/m>, 10 mg/m?, 12 mg/m? 14 mg/m®, 16 mg/m> on a
schedule. In one embodiment, the schedule is administration
of fluorouracil once daily for four days, and then, e.g., at a
reduced dose on day 6, 8, 10and 12. The treatment can further
include administration of one or more additional chemothera-
peutic agent, e.g., an alkylating agent (e.g., cyclophospha-
mide, dacarbazine, melphalan, ifosfamide, temozolomide),
an anthracycline (e.g., daunorubicin, doxorubicin, epirubi-
cin, valrubicin and idarubicin), or a taxane (e.g., docetaxel or
paclitaxel). The treatment can further include administration
of leucovorin.

In one embodiment, the cancer is gastric cancer (e.g.,
locally advanced or metastatic gastric cancer). The gastric
cancer can be resistant, relapsed or refractory to treatment
with a chemotherapeutic agent. In some embodiments, a
polysaccharide described herein can be administered in com-
bination with fluorouracil, e.g., fluorouracil at a dose of 8
mg/m?, 10 mg/m?, 12 mg/m?, 14 mg/m? 16 mg/m* on a
schedule. In one embodiment, the schedule is administration
of fluorouracil once daily for four days, and then, e.g., at a
reduced dose on day 6, 8, 10and 12. The treatment can further
include administration of one or more additional chemothera-
peutic agent, e.g., a platinum based agent (e.g., cisplatin,
carboplatin, oxaliplatin), a taxane (docetaxel, paclitaxel) and
an anthracycline (e.g., daunorubicin, doxorubicin, epirubi-
cin, valrubicin and idarubicin). The treatment can further
include administration of leucovorin.

In one embodiment, the cancer is pancreatic cancer (e.g.,
locally advanced or metastatic pancreatic cancer). The pan-
creatic cancer can be resistant, relapsed or refractory to treat-
ment with a chemotherapeutic agent. In some embodiments,
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a polysaccharide described herein can be administered in
combination with fluorouracil, e.g., fluorouracil at a dose of 8
mg/m?, 10 mg/m?, 12 mg/m>, 14 mg/m®, 16 mg/m> on a
schedule. In one embodiment, the schedule is administration
of fluorouracil once daily for four days, and then, e.g., at a
reduced dose on day 6, 8, 10 and 12. The treatment can further
include administration of one or more additional chemothera-
peutic agent. The treatment can further include administra-
tion of leucovorin.

Growth Factors for Myeloid Cells and Red Blood Cells

The polysaccharide preparations described herein can be
administered in combination with a chemotherapeutic agent
that is administered in combination with growth factors for
blood cells (e.g. myeloid cells, and red blood cells) to treat a
subject having cancer, e.g., a primary tumor, or having or at
risk of having metastasis of a primary tumor. The administra-
tion of a chemotherapeutic agent that requires co administra-
tion of a growth factor for blood cells (e.g. myeloid cells and
red blood cells), e.g., to counter one or more side effect of the
chemotherapeutic agent, may be associated with mobiliza-
tion of bone marrow derived progenitor cells such as endot-
helial progenitor cells in subjects having cancer.

In one embodiment, the method includes administering the
chemotherapeutic agent in combination with a growth factor
and then subsequent administration of a polysaccharide
preparation described herein. For example, the polysaccha-
ride preparation can be administered one, two, three, five, ten,
fifteen, twenty hours, or 1, 2, 3, 4 days after the administration
of the growth factor.

Exemplary growth factors include, but are not limited to,
colony stimulating factors (e.g., granulocyte colony stimulat-
ing factor (GCSF), granulocyte macrophage colony stimulat-
ing factor (GM-CSF)), CXCR4 antagonists, erythropoietin.

In one embodiment, the subject has one of the following
cancers: lung cancer (e.g., small cell lung cancer or non small
cell lung cancer), urothelial cancer, a nonmyeloid malig-
nancy, breast cancer, ovarian cancer and a neuroblastoma.

In one embodiment, the subject has lung cancer (e.g., small
cell lung cancer or non small cell lung cancer) and the method
includes administering an anthracycline (e.g., doxorubicin,
daunorubicin, epirubicin, idarubicin, mitoxantrone, valrubi-
cin), a topoisomerase inhibitor (e.g., topotecan, irinotecan,
etoposide, teniposide, lamellarin D, SN-38, camptothecin)
and/or an alkylating agent (e.g., cyclophosphamide, dacarba-
zine, melphalan, ifosfamide, temozolomide) in combination
with an inflammatory growth factor (e.g., a colony stimulat-
ing factor, e.g., GCSF, GM-CSF), and then subsequently
administering a polysaccharide preparation described herein.

In one embodiment, the subject has urothelial cancer and
the method includes administering an anthracycline (e.g.,
doxorubicin, daunorubicin, epirubicin, idarubicin, mitox-
antrone, valrubicin), a topoisomerase inhibitor (e.g., topote-
can, irinotecan, etoposide, teniposide, lamellarin D, SN-38,
camptothecin) and/or an alkylating agent (e.g., cyclophos-
phamide, dacarbazine, melphalan, ifosfamide, temozolo-
mide) in combination with aa growth factor (e.g., a colony
stimulating factor, e.g., GCSF, GM-CSF), in combination
with a polysaccharide preparation described herein, e.g., con-
comitantly or serially.

In one embodiment, the subject has a nonmyeloid cancer
and the method includes administering an anthracycline (e.g.,
doxorubicin, daunorubicin, epirubicin, idarubicin, mitox-
antrone, valrubicin), a platinum based agent (e.g., cisplatin,
carboplatin, oxaliplatin), a vinca alkaloid (e.g., vinblastine,
vincristine, vindesine and vinorelbine) and/or an antimetabo-
lite (e.g., methotrexate) in combination with an inflammatory
growth factor (e.g., a colony stimulating factor, e.g., GCSF,
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GM-CSF), in combination with a polysaccharide preparation
described herein, e.g., concomitantly or serially.

In one embodiment, the subject has breast cancer or ova-
rian cancer and the method includes administering a platinum
based agent (e.g., cisplatin, carboplatin, oxaliplatin), a topoi-
somerase inhibitor (e.g., topotecan, irinotecan, etoposide,
teniposide, lamellarin D, SN-38, camptothecin) and/or an
alkylating agent (e.g., cyclophosphamide, dacarbazine, mel-
phalan, ifosfamide, temozolomide) in combination with an
inflammatory growth factor (e.g., a colony stimulating factor,
e.g., GCSF, GM-CSF), in combination with a polysaccharide
preparation described herein, e.g., concomitantly or serially.

In one embodiment, the subject has a neuroblastoma and
the method includes administering an anthracycline (e.g.,
doxorubicin, daunorubicin, epirubicin, idarubicin, mitox-
antrone, valrubicin), a platinum based agent (e.g., cisplatin,
carboplatin, oxaliplatin) and/or an alkylating agent (e.g.,
cyclophosphamide, dacarbazine, melphalan, ifosfamide,
temozolomide) in combination with an inflammatory growth
factor (e.g., a colony stimulating factor, e.g., GCSF, GM-
CSF), and then subsequently administering a polysaccharide
preparation described herein.

Radiation

The polysaccharide preparations described herein can be
administered in combination with radiation therapy or sur-
gery to treat a subject having cancer, e.g., a primary tumor, or
having or at risk of having metastasis of a primary tumor. As
discussed herein, administration of surgery and/or radiation
to a subject having cancer is associated with mobilization of
bone marrow derived progenitor cells such as EPCs.

Other Embodiments

This invention is further illustrated by the following
examples that should not be construed as limiting. The con-
tents of all references, patents and published patent applica-
tions cited throughout this application are incorporated herein
by reference.

EXAMPLES

Example 1

Preparation of a Polysaccharide Preparation

This example describes the production of a polysaccharide
preparation described herein.

Overview:

Glycol Split low molecular weight heparin alcohol (GS-
LMWH-CH,—OH) was generated from unfractionated hep-
arin (UFH) by controlled nitrous acid depolymerization fol-
lowed by oxidative glycol-splitting and subsequent reduction
to an alcohol. In the first step, UFH was depolymerized to
obtain depolymerized heparin (DPH-CHO) having an anhy-
dromannose moiety at the reducing end of the polysaccha-
ride. This was followed by Step II oxidative cleavage of the
2,3-diols present in the depolymerized heparin with sodium
periodate to generate ring opened glycol split residues along
the heparin chain (GS-DPH-CHO). The Step III involved a
reduction step, wherein the aldehydic moieties are converted
to alcohols using sodium borohydride to generate Glycol
Split low molecular weight heparin alcohol.
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Method Overview:
The following paragraphs describe the preparation and prop-
erties of a polysaccharide preparation described herein.

1. Depolymerization:

Unfractionated Heparin (10 g) was dissolved in 100 mL of
de-ionized water equilibrated at room temperature. The pH of
this solution was subsequently lowered to pH 3.1, following
which sodium nitrite (0.03 M) was added. This reaction solu-
tion was allowed to stir for 3 hours following which the pH
was neutralized prior to addition of sodium chloride (10 g).
After complete dissolution of salt, methanol (200 mL.) was
added to this solution with constant stirring. The precipitate
obtained was then aged at 6° C. for 2 hours. This precipitate
was then filtered and dried to obtain DPH in 80-85% yield and
possessing the following characteristics:

Mw: 5300-6100

Mw Distribution:

(1) <3000 Daltons: 23-30%

(ii) 3000-8000 Daltons: 50-55%

(iii) >8000 Daltons: 15-22%

Anti-Xa Activity: 80-120 IU/mg

Anti-Ila Activity: 40-70 IU/mg

2. Periodate Oxidation

The aldehyde (5 g) obtained in Step I was dissolved in 50
ml. water equilibrated at 5° C. To this solution was added
cooled NalO,, solution (0.1 M, 50 mL.) and the reaction mix-
ture was allowed to stir in the absence of light for 16 hours. On
completion, the reaction was quenched by the addition of
diethylene glycol (10 mL), following which the temperature
was raised back to room temperature. Five grams of sodium
chloride was then added to this solution, followed by addition
of 150 mL methanol to precipitate the heparin. The precipi-
tate was allowed to age at 6° C. for 2 hours before filtration
and drying to yield a glycol-split polysaccharide (95-98%
yield) with the following characteristics:

Mw: 5000-5800

Mw Distribution:

(1) <3000 Daltons: 25-30%

(ii) 3000-8000 Daltons: 55-60%

(i) >8000 Daltons: 15-20%

3. Reduction

The glycol split polysaccharide (4 g) obtained above in
Step 11 was dissolved in 40 m[ water maintained at 5° C. To
this solution was added sodium borohydride (0.4 g) and the
reaction mixture subsequently stirred for 1 hour. After 1 hour,
the reaction mixture was brought to room temperature, fol-
lowed by the addition of sodium chloride (4 g). Following salt
dissolution, methanol (80 mL) was added to this solution
accompanied with constant stirring. The precipitate thus
obtained was then allowed to age at 6° C. for 2 hours before
filtration and drying to yield the desired product. A polysac-
charide preparation with the following characteristics was
thus obtained in 55-60% yield:

Mw: 5500-6200

Mw Distribution:

(1) <3000 Daltons: 17-23%

(ii) 3000-8000 Daltons: 56-62%

(i) >8000 Daltons: 17-22%

Anti-Xa Activity: 5-20 ITU/mg

Anti-Ila Activity: 1-10 IU/mg
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Example 2

Anti-Metastatic Properties of Polysaccharide
Preparations

This example shows that the polysaccharide preparations
have anti-cancer and anti-metastatic activity in multiple mod-
els of metastasis.

Model A: Murine Melanoma Experimental Metastasis
(B16F10 iv) Model

A polysaccharide preparation produced as described in
Example 1 (herein referred to as “MONC402”) showed anti-
metastasis activity in a murine melanoma experimental
metastasis model.

Female C57BL/6 mice (9-10 weeks old) were treated once
with a single dose (10 mg/kg) of MONC402, dalteparin/
Fragmin® (a LMWH which has been reported to decrease
metastasis), or MONC 202 (negative control, N-desulfated
polysaccharide) immediately before i.v. injection of 2x10°
B16F10 cells. Mice were sacrificed on day 21 and tumor
burden was calculated as lung weight-normal lung weight. As
shown in FIG. 1, MONC402 significantly inhibited B16F10
colonization of the lung relative to a pooled (untreated) con-
trol.

Model B: Colon Cancer Metastasis to the Liver

MONC402 showed prophylactic anti-metastasis activity in
an orthotopic liver metastasis model.

Liver metastasis was initiated by intraperitoneal injection
of C170HM2 human colorectal tumor cells into male MF1
nude (nu/nu) athymic mice. SFU/leucovorin was used as a
positive control.

C170HM2 cells were maintained in vitro in RPMI culture
medium (Sigma) containing 10% (v/v) heat inactivated fetal
bovine serum and 2 mM L-glutamine at 37° C. in 5% CO, and
humidified conditions. Cells from sub-confluent monolayers
were harvested with 0.025% EDTA, washed in culture
medium and re-suspended in sterile phosphate buffered
saline, pH 7.4 (PBS) for in vivo administration. 1.5x10° cells
in a volume of 1 ml were injected intraperitoneally into 65
mice, and the mice were allocated into treatment groups as
below.

Group 1:n=10  Vehicle control

Group 2:n=10 25 mg/kg SFU/leucovorin i.v. cycled on days 1, 3, 5,7
Group 3:n=10 5 mg/kg compound 1 (Dalteparin) s.c. once daily
Group4:n=10 5 mg/kg compound 2 (MONC402) s.c. once daily
Group 5:n=10 15 mg/kg compound 2 s.c. once daily

Group 6:n=10 30 mg/kg compound 2 s.c. once daily

Group 7:n=5 Untreated

Treatment was initiated on day 1 following cell injection
and continued until day 35 oruntil the clinical condition of the
animal required termination. Groups 5 and 6 missed one dose
on day 5. No adverse affects of the test compounds in mice
bearing the tumors were observed.

The study was terminated on day 35, and the tumors in the
liver were excised and weighed. The numbers of lung nodules
are also counted. The mean liver tumor weights and cross-
sectional area are summarized in Table 1.
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C170HM? model: summary of mean liver tumor weight and statistical analysis

Mean tumor weight

Mean tumor area

(% of One way

(% of One way

Group Treatment (g) vehicle) ANOVA (mm?) vehicle) ANOVA
1 Vehicle 0.097 100.00 — 3418  100.00 —
2 5FULeu 0.037 11.94 p=0.006 13.12 157 p=0.011
3 5mg/kgDalteparin ~ 0.018  18.56 p=0.017 8.09  23/67 p=0.031
4 5mgkg MONC402 0.057 58.76 NS 18.34 53.66 NS
5 15 mg/kg 0.010 1031 p=0.007 6.95 20.33 p=0.016
MONC402
6  30mgkg 0.003 3.09 p=0.004 0.96 2.80 p=0.004
MONC402
7 Untreated control 0.31 — p=0.035 83.58 244.53 p=0.084

NS = not significant

Both 15 mg/kg and 30 mg/kg MONC402 significantly
reduced the liver tumor size by 90% (p=0.007) and 97%
(p=0.004) respectively and also were significantly more
effective than SFU/leucovorin (p=0.041 and p=0.011, respec-
tively). Dalteparin (group 3) reduced liver tumor weight by
approximately 81% (p=0.017) when compared to the vehicle
control group. Similarly, the cross-sectional area of the
tumors also showed significant reduction with dalteparin
(p=0.027) and 15 and 30 mg/kg MONC402 (p=0.016 and
p=0.004, respectively).

Mouse weights were monitored for the duration of the
study. The mouse weights for each group remained within an
acceptable range for all groups throughout the study.

Model C: Breast Cancer Metastasis to the Lung

MONC402 also showed anti-metastasis activity in a syn-
geneic orthotopic model of breast cancer metastasis (4T1).

Female BALB/c mice 8 weeks of age (WOA) were injected
with 8x10* 4T1 cell intra mammary fat pad. Daily treatment
with saline or MONC402 with or without weekly treatment of
cisplatin started on day 5. Primary tumors were removed on
day 9 and weighed.

As shown in Table 2, cisplatin combined with MONC402
(10, 20, 30 mg/kg) showed a statistically significant decrease
in lung metastasis compared to saline control group as deter-
mined by lung weight and tumor nodule counting (p<0.05,
One way ANOVA). Combination therapy groups (Cisplatin+
MONC402 10/20/30 mg/kg) also had lower incidence of
mammary tumor regrowth, thoracic cavity tumor metastasis,
and weight loss (>2 g) in the last 3 days before termination of
the experiment. Combination therapy groups had higher inci-
dence of transient weight loss (>2 g) the week after surgery
but recovered in one week.

TABLE 2
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Inasecond 4T1 experiment, female BALB/c mice 8 WOA
were injected with 8x10* 4T1 cells intra mammary fat pad.
Continuous osmotic pump delivery of saline or MONC 402
with weekly treatment of saline or Cisplatin started on day 4.
Primary tumors were removed on day 9. There were no sig-
nificant differences between the groups in primary tumor
weight. However, immunohistology analyses showed signifi-
cant decrease in microvessel density in tumors from mice
treated with the combination of Cisplatin and M-ONC 402.
The experiment terminated on day 32 and different samples
were taken. 6 mice were either found dead or were terminated
early due to worsened overall condition.

4T1 lung metastases were determined by lung weight, lung
tumor nodule quantification including nodule number, size
and calculated tumor volume, as well as histological quanti-
fication. Results are shown in FIG. 2. MONC 402 (20 mg/kg/
day) monotherapy groups did not significantly inhibit 4T1
lung metastasis. Cisplatin (1.25 mg/kg) monotherapy showed
significant anti-tumor efficacy (p<0.05). The combination of
Cisplatin (1.25 mg/kg) with MONC402 (20 mg/kg/day) dis-
played efficacy in reducing lung metastasis (p<0.0005) and
reducing microvessel density. Importantly, the combination
therapy group also showed better anti-tumor efficacy when
compared to the cisplatin monotherapy group determined by
lung weight (p<0.02), tumor nodule number, lung tumor cov-
erage by histology, and lung tumor microvessel density
(p<0.05, t-test), demonstrating MONC402 enhanced the anti-
tumor efficacy of cisplatin.

Model D: Human Prostate Carcinoma PC-3M Model:
Combination Therapy

Male SCID/Beige mice 8 WOA were injected with 5x10°
PC-3M-luciferase prostate carcinoma cells intra prostate.

4T1 model: macroscopic tumor metastasis counts

Lung tumor Average Total Total

nodule #/ lung tumor ~ tumor  Average  tumor
groups # of mice animal size nodule tumorsize volume
Saline 15 6.0 £4.7 14 90 2.0 122.10
Cisplatin 16 5.6+44 1.41 89 1.36 134.13
MONC402 30 mg/kg 16 84 +7.0 1.19 135 1.11 140.98
Cisplatin + MONC402 16 3.1+37 0.88 49 0.85 28.78
30 mg/kg
Cisplatin + MONC402 15 23£29 0.8 34 1.0 18.66
20 mg/kg
Cisplatin + MONC402 16 2325 1.41 37 1.41 57.39
10 mg/kg
untreated 7 12.9 £ 14.0 0.98 90 1.3 65.06
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Daily treatment with saline or MONC402 with or without
weekly treatment of cisplatin started on day 3. Mice were
monitored weekly with Xenogen imaging system. The
experiment was terminated on day 32. Different organs were
isolated and tumor metastasis was assessed by weight and
Xenogen imaging.

The MONC402 (30 mg/kg) monotherapy inhibited PC-3M
metastasis in the peritoneum. Cisplatin combined with
MONC402 (30 mg/kg) decreased tumor growth compared to
saline and MONC402 monotherapy groups as determined by
in vivo imaging. There was no significant difference between
combination therapy (Cisplatin+tMONC402 30 mg/kg) and
Cisplatin monotherapy in primary tumor weight and metasta-
sis under the specific experimental condition.

Example 3

More Combination Studies and Effect of MONC402
on Mobilization of Cells from Bone Marrow

A. MONC402 Effect on Mobilization of Endothelial Pro-
genitor Cells

Certain chemotherapeutic agents induce mobilization of
endothelial progenitor cells (EPC). The therapeutic benefits
of such agents may be compromised by induction of EPC
mobilization that promotes rapid tumor regrowth (see, e.g.,
Shaked et al., 2008 Cancer Cell, 14: 263-273). The effect of
MONC402 given in combination with agents that cause this
phenomenon was assessed.

In one experiment, normal mice were treated with G-CSF
(s.c., 3 consecutive days), docetaxel or cisplatin (one i.p.
dose) with or without simultaneous MONC402 treatment
(one s.c. dose). EPC mobilization was monitored 24 h later.
Mice (8 mice/group) were dosed s.c. with Saline or
MONC402 (40 mg/kg) (or DC101 at 40 mg/kg for control
with docetaxel). About 30 min later, mice were given doc-
etaxel (i.p., 40 mgkg), cisplatin (i.p., 6 mg/kg), or saline
control. As a positive control, 2 groups of mice were also
dosed with G-CSF i.p. (200 ng/kg) for 3 days, either alone or
in combination with a single dose of MONC402 (s.c. at 40
mg/kg) on the last day. 24 h later, the mice were euthanized,
and 0.5-0.8 mL of blood taken by cardiac puncture:

About 300 uL of whole blood was transferred directly into
14 mI of lysis buffer for flow cytometry of EPC. The remain-
ing 300-600 ul. were processed for serum (SDF-1a). For flow
cytometry, lysed cells were washed and blocked, then stained
with CD13-FITC, CD117-PE, 7-AAD, VEGFR2-APC, and
CD45-PE/Cy7. A total of 50,000 cells were acquired per
sample in the PBMNC gate.

G-CSF and docetaxel induced a significant increase in EPC
as compared to the Saline control, while cisplatin treatment
did not show this effect. As seen in FIG. 3, docetaxel-induced
EPC mobilization was inhibited significantly by DC101
(anti-VEGFR2Ab) and MONC402. MONC402 did not influ-
ence EPC mobilization in saline or cisplatin treated mice. The
effect of MONC402 on EPC mobilization with G-CSF was
smaller. This illustrates synergistic effects of MONC402 in
combination with a taxane and with GCSF.

In a second experiment, it was tested if daily dosing for 5
days with MONC402 would generate a stronger inhibitory
effect on EPC mobilization caused by treatment with a tax-
ane.

Mice (10 mice/group) were dosed s.c. with Saline or
MONC402 (40 mg/kg), or DC101 (40 mg/kg, as a positive
inhibition control with docetaxel). About 30 min later, mice
were given docetaxel (i.p., 40 mg/kg) or saline control. As a
positive control, 2 groups of mice were also dosed with

10

15

20

25

30

35

40

45

50

55

60

65

38

G-CSF (200 npg/kg) s.c. for 5 consecutive dayszdaily
MONC402. 24 h later, the mice were euthanized, and 500-
800 pL of blood taken by cardiac puncture. 150 pl. were
transferred into 5 mL of lysis buffer for flow cytometric
analysis of EPC. The remaining 350-500 ul. were processed
for serum (SDF-1a). For flow cytometry, cells were washed
and blocked and then stained with CD13-FITC, CD117-PE,
7-AAD, VEGFR2-APC, and CD45-PE/Cy7. A total of
50,000 cells were acquired per sample in the PBMNC gate.

As shown in FIG. 4, G-CSF and Docetaxel induced a
significant increase in EPC mobilization, and both could be
inhibited by MONC402. MONC402 was equivalent to
DC101 (anti-VEGFR2ADb) in inhibiting the docetaxel
induced EPC mobilization. MONC402 did not influence EPC
mobilization in saline treated mice, indicating that
MONC402 does not suppress normal EPC generation or
release, but may interfere with mechanisms induced by doc-
etaxel. Again, this shows MONC402’s synergistic effects in
combination with agents that induce EPC mobilization.

A third experiment was conducted to evaluate the effect of
MONC402 on EPC mobilization in response to treatment
with docetaxel in 4T1 tumor bearing mice. The study also
evaluated if EPC mobilization could be inhibited by
MONC402 administered via osmotic pump.

4T1 tumors were implanted on Day 0 at 1x10° cells/mouse
into the 4* mammary fat pad. Pumps with Saline or
MONC402 were implanted on Day 0, immediately after
tumor cell injections. Mice were randomized to the following
groups:

1. Saline Control, n=8

2. Docetaxel, 40 mg/kg, Day 6, n=8

3. M402, pump, 40 mg/kg/day, Day 0, n=8

4. Docetaxel, 40 mg/kg, Day 6+M402, pump, 40 mg/kg/
day, Day 0, n=8

Docetaxel or Saline was administered i.p. on Day 6 in the
AM. Four h later, mice were bled by submandibular plexus
for EPC profiling and soluble factor analysis. Primary tumors
were removed on Day 9 for histological analyses. Blood was
also collected for soluble factor analyses (72 h after docetaxel
dosing). Serum samples were analyzed using a 19-plex
Luminex kit. In addition, samples were also tested for SDF-1a
levels by ELISA. SDF-1a was chosen because it is a heparin-
binding protein; publications showed an increase in this
chemokine upon docetaxel treatment and SDF-1a is involved
in recruiting bone marrow stem cells to new sites. MONC402
and the combination of MONC402 with Docetaxel had a
small, non-significant impact on tumor weight.

Docetaxel induced a significant increase in EPC in the
blood by 4 h at the 40 mg/kg dose, as observed in previous
studies. MONC402 monotherapy, delivered via osmotic
pump at 40 mg/kg/day did not induce significant changes in
mobilized EPC; however, a trend toward reduced EPC levels
was observed. As shown in FIG. 5, the co-administration of
MONC402 by continuous osmotic pump significantly inhib-
ited the blood EPC mobilization by docetaxel and reduced the
levels to those of the saline control in 7 of 8 mice. These
results confirm the observations from the previous studies,
this time conducted in tumor-bearing mice and by adminis-
tering MONC402 via osmotic pump. Taken together, these
data suggest that a single docetaxel dose mobilizes EPC into
the blood, which can be inhibited with concurrent MONC402
treatment at 40 mg/kg/day.

B. MONC402 Effect on Mobilization of G-CSF Induced
MDSC Mobilization

The effect of MONCA402 on mobilization of other cells
from the bone-marrow was assessed.
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BALB/c mice were treated with 4 daily doses of sc saline or
G-CSF at 0.5 mg/kg, in combination with sc MONC402 (20
mg/kg). Animals were sacrificed on day 5, blood samples
saved by cardiac puncture. Hematology analyses were per-
formed with VetScan HM2. Granulocytes (GRA) are defined
by size and granularity, and >90% were CD11b*GR-1" when
analyzed by flow cytometry. As shown in FIG. 6, MONC402
inhibited G-CSF induced mobilization of MDSC.

C. Effect of Combination with Tyrosine Kinase Inhibitors

This example tested the effect of MONC402 in combina-
tion with a tyrosine kinase inhibitor used in treatment of
cancer: sunitinib (Sutent®) at two different time points. A
dose of sunitinib at 90 mg/kg was chosen as it effectively
mobilized EPC without causing toxicity in this mouse model.

Accelerated tumor invasion and metastasis after short term
sunitinib treatment is reported in the literature (Ebos et al.
2009. Cancer Cell 15: 232-239). Surprisingly, as described
below, the addition of MONC402 to the sunitinib treatment
significantly inhibited EPC mobilization and reduced the
aggressive regrowth phenotype in tumor-bearing mice. While
not bound by theory, analysis of EPC in the bone marrow
suggests that MONC402 may prevent the egress of bone
marrow progenitor cells into circulation.

In one experiment, 36 Balb/c female mice were treated
daily with vehicle or 90 mg/kg sunitinib (8 mice per group).
Sunitinib was administered orally as a suspension in vehicle
(0.5% carboxy methyl cellulose, 0.4% Tween 80, 1.8%
NaCl). MONC402 (20 mg/kg for a 20 g mouse) was admin-
istered s.c. twice daily.

Group#1 N=8
Group#2 N=8

Vehicle (0.1 ml p.o. opd) Saline (0.2 ml s.c. bid)
Sunitinib 90 mg/kg Saline (0.2 ml s.c. bid)
(0.1 ml p.o. opd)

Group#3 N=38 Vehicle (0.1 ml p.o. opd) MONC402 20 mg/kg
(0.2 ml s.c. bid)

Group#4 N=38 Sunitinib 90 mg/kg MONC402 20 mg/kg
(0.1 ml p.o. opd) (0.2 ml s.c. bid)

On day 7 four mice in each group were sacrificed 2 hours
after the last dose of sunitinib and MONC402. Whole blood
was collected for EPC isolation as well as sera and bone
marrow from one femur for each mouse. Isolation and FACS
analysis of EPCs was done. Sera was separated and stored at
-80° C. until Luminex analysis or SDF-1a or SCF ELISA.

On day 8 four mice in each group were sacrificed 24 hours
after the last dose of sunitinib and MONC402. Whole blood
was collected for EPC isolation as well as sera and bone
marrow from one femur for each mouse. Isolation and FACS
analysis of EPCs was done. Sera was separated and stored at
-80° C. until Luminex analysis or SDF-1a or Stem Cell
Factor (SCF) ELISA.

Sunitinib induced a significant increase in EPC in the blood
by 2 h. This increase was transient and resolved by 24 h in this
study. MONC402 monotherapy at 20 mg/kg BID did not
induce significant changes at 2 h or 24 h in blood EPC. At 2 h,
the addition of MONC402 to the sunitinib treatment signifi-
cantly inhibited the blood EPC mobilization and reduced the
levels to those of the saline control in 2 of 4 mice. Both
sunitinib and sunitinib in combination with MONC402
induced a significant increase in the production of EPC in the
bone marrow at 2 h, which was significantly higher in the
mice receiving sunitinib and MONC402. By 24 h, the per-
centage of EPC in the bone marrow was normalized in the
group receiving sunitinib and close to the saline control in the
group receiving sunitinib and MONC402. No increase in the
production of EPC in the bone marrow was observed at 2 h or
24 h for mice treated with MONCA402 alone.
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Taken together, the data suggest that sunitinib treatment for
7 days mobilizes EPC into the blood, which can be inhibited
with concurrent MONC402 treatment at 20 mg/kg BID.
While not bound by theory, MONC402 may act via trapping
the induced EPC in the bone marrow.

A second experiment was performed to demonstrate the
effect of MONC402 on sunitinib (Sutent®) induced EPC
mobilization in tumor-bearing mice.

Luciferase-transfected MB-231-3P cells were implanted
into 20 cages of 8-9 week old female Fox-Chase SCID mice
at a concentration of 7x10° cells/60 ul/mouse on Day 0.
Primary tumor volume was monitored through Day 21.
Tumors were resected and weighed on Day 25. Mice were
randomized into 4 groups:

Vehicle control

Sunitinib (60 mg/kg once a day for 7 days, po)

MONC402 (20 mg/kg twice a day for 7 days, sc)

Combo therapy (sunitinib and MONC402)

Animals in which primary tumors had attached to or pen-
etrated the abdominal muscle or where the abdominal muscle
was compromised during surgery were not used in this
experiment. Treatment commenced on Day 26, one day after
primary tumor resection. Each morning, sunitinib or vehicle
was administered to all animals via oral gavage. MONC402
or saline was then administered via subcutaneous injection.
Animals were again administered MONC402 or saline later
in the afternoon. Sunitinib was prepared fresh daily by sus-
pending the contents of one (1) 50 mg capsule in 8.3 mL
vehicle. Sunitinib was resuspended by vortex before gavag-
ing each animal. Wet food was provided daily to all animals.
Tumors were resected on Day 25 and treatment began on Day
26.

Mice were bled via submandibular plexus 24 h after the last
sunitinib dose and one drop of blood collected into RBC lysis
buffer. Cells were washed twice with FACS buffer and stained
with: anti-CD13-FITC, anti-CD117-PE, 7-AAD, anti-
VEGFR-2-APC and anti-CD45-PE/Cy7 for 20 min at 2-8° C.
Cells were washed again and fixed in 2% formaldehyde.
Samples were analyzed on the FACS Canto the following day.

Sunitinib monotherapy showed a modest but significant
increase in circulating EPC 24 h after dosing. The increase
was not as pronounced as observed with the higher (120
mg/kg) Sunitinib dose in normal mice and was mainly driven
by 4 mice with higher percentages. MONC402 treatment did
not increase the percentage of circulating EPC as compared to
the saline control. The combination of MONC402 with suni-
tinib resulted in circulating EPC levels similar to the sunitinib
alone group, again driven by 4 mice with higher percentages.
See FIG. 7.

In a third experiment, Luciferase-transfected MB-231-3P
cells were implanted into 21 cages of 10-11 week old female
Fox-Chase SCID mice at a concentration of 1x10 cells/50
pul/mouse on Day 0. The effect of MONC402 on Sutent-
induced accelerated tumor regrowth and metastasis was
evaluated. Primary tumor volume was monitored through
Day 21. Tumors were resected on Day 24 after implant at
which time tumors were 316.9x11.1 mm?. Mice with lower
body weight (<17-18 g) were excluded from the study. Ani-
mals were subsequently randomized into 1 of 4 groups: (1)
Vehicle control; (2) Sutent (60 mg/kg QDx7 po); (3) M402
(20 mg/kg BIDx7 sc); (4) Combo therapy (Sutent QD+M402
BID). Treatments commenced on Day 26, two days after
primary tumor resection, and were given for 7 consecutive
days. Mice received no further treatment thereafter and were
monitored for tumor progression by bioluminescent imaging
and survival. FIG. 8 depicts whole body bioluminescence
over time (Mean+SEM, n=16). Sutent treated animal dis-
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played significantly accelerated tumor progression (primary
tumor re-growth and metastasis) when compared to saline
control group (P<0.05, One-way ANOVA with Newman-
Keuls multiple comparison test). M402 treated animals did
not show significant changes in tumor progression when com-
pared to saline control. Most importantly, when M402 was
given together with Sutent, it significantly delayed tumor
progression when compared to Sutent monotherapy group
(P<0.05, One-way ANOVA with Newman-Keuls multiple
comparison test).

A number of embodiments of the invention have been
described. Nevertheless, it will be understood that various
modifications may be made without departing from the spirit
and scope of the invention. Accordingly, other embodiments
are within the scope of the following claims.

What is claimed is:

1. A pharmaceutical composition comprising a low
molecular weight heparin preparation produced by a process
comprising:

depolymerization of unfractionated heparin to produce a

depolymerized polysaccharide preparation,

oxidation of the depolymerized polysaccharide prepara-
tion to produce an oxidized polysaccharide preparation,
and

reduction of the oxidized polysaccharide preparation to
produce the low molecular weight heparin preparation,
wherein the low molecular weight heparin preparation
has the following characteristics

(a) a weight average chain molecular weight between
5,000 and 8,000 Da;

(b) anti-Xa activity of less than 20 IU/mg and anti-Ila
activity of 1 IU/mg or less;

(c) greater than 5% and less than 25% glycol split uronic
acid residues;

(d) amolecular weight distribution such that 10-30% of the
oligosaccharides have a molecular weight <3000 Da;
55-65% ofthe oligosaccharides have a molecular weight
between 3000-8000 Da, and 15-30% of the oligosaccha-
rides have a molecular weight >8000 Da; and

wherein the preparation comprises polysaccharides com-
prising the structure:

[U,-H,_ _],~[UsH

x,y,z]m x,y,z]ns
able salt thereof,

wherein each occurrence of U indicates a uronic acid resi-
due and each occurrence of H indicates a hexosamine
residue;

or a pharmaceutically accept-

wherein m and n are integers such that

m=4-15, and

n=1-3;

each of w, x, y and 7 can, independently, be the same or

different for each occurrence of [U,,-H, ] and each of

X,y and z can, independently, be the same or different for
each occurrence of [U-H wherein

P
w==208 or -20H;
x=—NS or —NAc;
y=-30S or -30H;
7=-60S or —-60H;
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and

CoO”
(0]
o - X\O ;
HO OH

wherein the symbol ~ indicates that the units marked m and
n are distributed along the polysaccharide chain and are
not necessarily in sequence.

2. The pharmaceutical composition of claim 1, wherein the
polysaccharide preparation has an anti-Xa activity of less
than 15 TU/mg.

3. The pharmaceutical composition of claim 1, wherein the
polysaccharide preparation has an anti-Xa activity of less
than 10 IU/mg.

4. The pharmaceutical composition of claim 1, wherein the
preparation has greater than 5% and less than 20% glycol split
uronic acid residues.

5. The preparation of claim 1, wherein the pharmaceutical
composition has between 10% and 20% glycol split uronic
acid residues.

6. The pharmaceutical composition of claim 1, wherein the
polysaccharide preparation has a plurality of chains having a
glycol split uronic acid residue.

7. The pharmaceutical composition of claim 6, wherein
each polysaccharide chain of the preparation has no more
than 2 glycol split uronic acid residues (U).

8. The pharmaceutical composition of claim 1, wherein the
reducing end of the polysaccharides comprise a 2,5-anhydro-
mannitol residue.

9. The pharmaceutical composition of claim 1, wherein
about 50% of the reducing ends of the polysaccharides com-
prise a 2,5-anhydromannitol residue.

10. The pharmaceutical composition of claim 1, wherein
the polysaccharides of the preparation have a uronic acid at
the non-reducing end.

11. The pharmaceutical composition of claim 10, wherein
the polysaccharides of the preparation have a non native
uronic acid at the non-reducing end.

12. The pharmaceutical composition of claim 10, wherein
the polysaccharides of the preparation have a glycol split
uronic acid at the non-reducing end.

13. The pharmaceutical composition of claim 1, wherein
the polysaccharide preparation has greater than 40% U, H,y.
ss disaccharide residues.

14. The pharmaceutical composition of claim 13, wherein
the polysaccharide preparation has greater than 70% U, H,y.
ss disaccharide residues.

15. The pharmaceutical composition of claim 13, wherein
the polysaccharide preparation has a degree of desulfation
less than 40%.

16. The pharmaceutical composition of claim 13, wherein
the polysaccharide preparation has a degree of desulfation
less than 30%.

17. The pharmaceutical composition of claim 13, wherein
the polysaccharide preparation has a degree of desulfation
less than 10%.

18. The pharmaceutical composition of claim 1, wherein
the weight average chain molecular weight of the preparation
is between 4,000 and 8,000 Da.
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19. The pharmaceutical composition of claim 18, wherein
the reducing end of the polysaccharides comprise a 2,5-an-
hydromannitol residue.

20. The pharmaceutical composition of claim 18, wherein
about 50% of the reducing ends of the polysaccharides com-
prise a 2,5-anhydromannitol residue.

21. The pharmaceutical composition of claim 18, wherein
the polysaccharides of the preparation have a uronic acid at
the non-reducing end.

22. The pharmaceutical composition of claim 21, wherein
the polysaccharides of the preparation have a non native
uronic acid at the non-reducing end.

23. The pharmaceutical composition of claim 21, wherein
the polysaccharides of the preparation have a glycol split
uronic acid at the non-reducing end.

24. The pharmaceutical composition of claim 1, wherein
the preparation has a polydispersity of about 1.2 to 1.7.

25. The pharmaceutical composition of claim 1, wherein
the composition has one or more of'a sodium content less than
30%; less than 20 ppm iodine; less than 30% sulfur; and/or
less than 50 ppm boron.

26. The pharmaceutical composition of claim 1 further
comprising a pharmaceutically acceptable carrier.

27. The pharmaceutical composition of claim 1 formulated
for subcutaneous administration.

28. A unit dosage form comprising the pharmaceutical
composition of claim 1.

29. The unit dosage form of claim 28, wherein the unit
dosage form is an ampoule, syringe pen, or syringe.

30. A pharmaceutical composition comprising a low
molecular weight heparin preparation produced by a process
comprising:

depolymerization of unfractionated heparin to produce a

depolymerized polysaccharide preparation,

oxidation of the depolymerized polysaccharide prepara-

tion to produce an oxidized polysaccharide preparation,
and

reduction of the oxidized polysaccharide preparation to

produce the low molecular weight heparin preparation,
wherein the low molecular weight heparin preparation
has the following characteristics

(a) a weight average chain molecular weight between

5,000 and 8,000 Da;

(b) anti-Xa activity of less than 20 IU/mg and anti-h a

activity of 1 IU/mg or less;

(c) greater than 5% and less than 25% glycol split uronic

acid residues;

(d) amolecular weight distribution such that 10-30% of the

oligosaccharides have a molecular weight <3000 Da;
55-65% ofthe oligosaccharides have a molecular weight
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between 3000-8000 Da, and 15-30% of the oligosaccha-
rides have a molecular weight >8000 Da; and

wherein the preparation comprises polysaccharides com-
prising the structure:

(U -Hey ol TUsHy, 1,
able salt thereof,

wherein each occurrence of U indicates a uronic acid resi-
due and each occurrence of H indicates a hexosamine
residue;

wherein m and n are integers such that

m=4-15, and

n=1-3;

each of w, X, y and z can, independently, be the same or
different for each occurrence of [U,,-H, ] and each of
X, y and z can, independently, be the same or different for
each occurrence of [Ug-H, ], wherein

w=208 or -20H;

x=—NS or —NAc;

y=-30S or -30H;

=-60S or -60H;
and

or a pharmaceutically accept-

COO”

Ug = Q 0;

HO OH

wherein the symbol ~ indicates that the units marked m and
n are distributed along the polysaccharide chain and are
not necessarily in sequence; and

wherein a plurality of the polysaccharides in the prepara-
tion have a 2,5-anhydromannitol residue at the reducing
end and a non-native uronic acid at the non-reducing
end.

31. The pharmaceutical composition of claim 30 further

comprising a pharmaceutically acceptable carrier.

32. The pharmaceutical composition of claim 30 formu-

lated for subcutaneous administration.

33. A unit dosage form comprising the pharmaceutical

composition of claim 30.

34. The unit dosage form of claim 33, wherein the unit

dosage form is an ampoule, syringe pen, or syringe.
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